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SINCE the publication of Little’s' classical article in 1905, 
examples of post-abortal and puerperal infection due to clostri- 
dium Welchu have been reported sporadically by American, 
German, English, French and Australian investigators. 

In 1928 Toombs and Michelson’ were able to discover 41 cases 
in the literature, and Toombs, describing a further example in 
1932,° was then able to raise the recorded number to 56. Since 
that date accounts of at least 28 additional cases have appeared 
in the American, German, Polish and Australian literature. 

It has been the experience of comparatively few investigators, 
however, personally to encounter a large series of grave avd 
fatal cases. Lehmann in 1926 recorded Io such in a total of 15,* 
and with Briitt’ in the following year was able to add at least 
four more. Sleeman* in 1927 described the eighth fatal case he 
had seen. Heim’ in 1933 reported 10, of which eight died. Other 
writers have met with fewer of these desperate types. 

It is my intention to record a series of 30 cases of post-abortal 
and puerperal gas gangrene clinically observed at the Women’s 


*A paper read before the Obstetrical Section of the Royal Society of 
Medicine at its meeting of 29th November, 1935. 
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Hospital, Melbourne, between April 1933 and February 1935. 
During that time the author was medical superintendent of the 
hospital, and each case reported was personally followed by me 
from, or shortly after, its admission until death or discharge. In 
1934 there were indeed two further post-abortal cases, from each 
of which cl. Welchit and streptococci were isolated from the 
blood before death, but as both were admitted during the writer’s 
vacation they are excluded from this series. 

Of the 30 cases, 22 were associated with abortion (post- 
abortal), and eight with labour at term or near-term (puerperal). 
Twenty-seven were grave, and Ig fatal. This occurrence, within 
23 months, of what I believe to be the largest single series yet 
published, presents an economic and medical problem of the 
greatest gravity. 


Incidence. 


Examination of the records of the Women’s Hospital prior 
to 1933 would indicate, beyond all possibility of increasing 
diagnostic proficiency, or improved methods of bacteriological 
investigation, that the frequency of post-abortal and puerperal 
gas gangrene has never previously approached that of the two 
years here reviewed. 

The following table, compiled from the reports of the Govern- 
ment’s pathologist upon all cases of abortal sepsis that came to 
inquest in the city of Melbourne during the five years 1930 to 
1934, is illuminating. 


INCIDENCE (Abortal Cases), 
City of Melbourne, 1930-1934. 











Death. due to Sepsis other 
Inquests on than gas infection. | Percentage 
y deaths from |—— ah T= ae Deaths due be of ina 
car ““abortal | Without | With _t0 Bas | due to gas 
sepsis. general | general infection | infection 
peritonitis | peritonitis | 
| 1930 16 8 | 7 | I | 62% 
| | | 
1931 22 15 5 2 o°r% 
1932 23 8 | 4 I 4°3% 
1933 | 24 10 10 | 4 16°6% 
1934 30 13 | 7 10 33°3% 
Total 115 64 33 18 Aver., 15-6% 
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Women’s Hospital, 1933-1934. 








| : , Percentag 
|Cases admitted| Frankly Deaths | Deaths due “ae 
Year | suffering from | infected on due to to gas a@ue te gas 
abortion arrival sepsis infection infection 
1933 | 1484 332 25 4 16% 
1934 1565 | 346 25 12 48% 
Total | 3049 678 50 16 Aver., 32% 


In those cases here included as gas infection, in which com- 
plete bacteriological confirmation was lacking, the combination 
of history, clinical features and classical post-mortem findings 
left no doubt in the mind of an experienced pathologist as to the 
actual cause of death. 

The figures for the Women’s Hospital for 1933 and 1934 run 
almost parallel. In those two years 3,049 women were admitted 
suffering from abortion, 678 being already frankly infected on 
arrival. In each year 25 deaths resulted from sepsis, infection 
with gas bacillus accounting for four of these in 1933 and for 12 
in 1934. The explanation of this remarkable increase is not easy 
to find. 

Heim in 1933 reported a similar increase in case incidence at 
the Leipzig clinic. Of 10 undoubted examples of gas infection 
encountered during 10 years, seven had occurred in the preced- 
ing Ir months. Heim concluded that increasing economic pres- 
sure, combined with the exercise of a primitive technique of 
abortion by unqualified persons, provided the correct explana- 
tion. Although ample evidence of the second factor exists in our 
series, the greatest incidence by no means coincided with the 
national and local time of greatest economic pressure. 

Of our 30 cases 26 were apparently city subjects, and 20 were 
admitted between September and February, that is, during 
spring and summer. It is of interest that in 1934 four cases were 
admitted within four days in January, and five within 16 days 
in November. 


Bacteriology. 

In 42 instances, representing 24 of the 30 cases, Gram-positive, 
gas-forming, anaerobic bacilli were cultured from the blood, 
uterine cavity, lochia, uriné or peritoneal cavity during life. In 
22 patients the organism was the cl. Welchii, and in two the 
vibrion septique. 
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In six women ante-mortem bacteriological evidence of infec- 
tion was not obtained. In two of these (Nos. 27 and 30) cl. 
Welchii was cultured from the tissues after death, and in two 
(Nos. 25 and 28) smears at autopsy revealed organisms with the 
morphological characteristics of cl. Welchu. In the remainder 
(Nos. 15 and 17) the diagnosis of gas infection rested on com- 
bined clinical and macroscopic pathological evidence; and in 
one (No. 15), the subsequent investigation of a practically 
identical case (No. 16) made confirmation almost irrefut- 
able. 


Blood-Cultures. 

From 26 of the 30 patients—six of the eight puerperal, and 20 
of the 22 post-abortal—blood cultures were taken during life. 

In four of the puerperal class these were positive for 
cl. Welchii, in one instance in association with an anaerobic 
streptococcus. In the two patients from whom organisms were 
not recovered the cultures had been inadvertently discarded at 
the time of the patient’s death, only 11 hours and 16 hours re- 
spectively after beginning incubation. 

In all, 20 post-abortal patients positive blood-cultures were 
obtained, in 15 for cl. Welchu either alone or together with other 
organisms, in two for vibrion septique, in two for an aerobic 
streptotococcus and in one for staphylococcus albus. 

Blood culture was performed in 18 patients once, in five twice, 
in two thrice and in one four times; 28 of the 38 cultures were 
positive. 


(i) Clostridium Welchit. 

In a total of 19 cases, cl. Welchit was recovered from the blood 
once in 16 and on two occasions in three cases. 

In seven of the 19, or 37 per cent, the cl. Welchti was part of a 
mixed blood infection, the additional invaders being an aerobic 
streptococcus in three, an anaerobic streptococcus in two, aerobic 
streptococcus and bacillus colicommunis in one, and an anaerobic 
streptococcus and staphylococcus aureus in one. If to these be 
added the three cases in which the streptococcus or staphy- 
lococcus albus alone was grown from the blood, but in which 
cl. Welchti was cultured from the uterus, the incidence of mixed 
infection with cl. Welchit becomes Io in 22 cases, or 45 per cent. 


(ii) Vibrion septique. ; 
In two cases vibrion septique was recovered from the blood, 
in neither instance accompanied by other organisms. 
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Intra-uterine Cultures. 

In eight post-abortal cases cultures were taken directly from 
the uterine cavity in seven, and from gauze removed therefrom 
in one. The time of culture was that of curettage in five, at a 
later date in two, and immediately following hysterectomy in one. 

In all instances cl. Welchii was recovered, on one occasion in 
association with staphylococcus albus, and once with an aerobic 
streptococcus and Gram-negative bacillus. 


Peritoneal Cultures. 

These were taken from one puerperal and four post-abortal 
patients. In the puerperal and two post-abortal cases cl. Welchii 
was grown, in the latter being associated with an aerobic strepto- 
coccus in one, and with an aerobic streptococcus and Gram- 
negative bacillus in the other. 

Vibrion septique was isolated from one woman, and an aero- 
bic streptococcus from another. 


Lochial Cultures. 

These were taken from four post-abortai cases. Three were 
returned positive, each for cl. Welchii, in one instance in associa- 
tion with other organisms. 


Urine Cultures. 

Urine cultures were taken from two post-abortal cases only. 
From each cl. Welchi was recovered, in one in association with 
an aerobic streptococcus and a Gram-negative bacillus. 


Culture Media. 

In every instance cultures were made aerobically and anaero- 
bically in plain broth and cooked meat medium, respectively. 
For blood-cultures three to five cubic centimetres were injected 
into broth, and two or three cubic centimetres into the cooked 
meat medium. 

Of greater value than cooked meat medium for the early de- 
tection of these organisms is anaerobic tryptic broth, which may 
allow of a recovery of cl. Welch within 10 hours, or even less. 
In an infection so swiftly fatal, early diagnosis is of the first 
importance. 


Identification of the Organisms. 

(a) Cl. Welchu. In all cases the organisms recovered gave the 
morphological and cultural characteristics of cl. Welchtt, includ- 
ing invariably the production of a stormy clot in milk. In 
nine patients—in six from the organisms recovered from the 
blood, and in three from those recovered from the uterus— 
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further confirmation was obtained by the production of a toxin 
from the organisms under investigation and, following its intra- 
venous injection into mice, its neutralization by the specific anti- 
toxin. 

(b) Vibrion septique. In each of the three cultures taken 
from the two examples of this rare infection the organisms re- 
covered showed the morphological and cultural characteristics of 
vibrion septique, and in all final confirmation was obtained by 
the production of the bacterial toxin with, following its injection 
into animals, its complete neutralization by the specific antitoxin. 

In the first case seen the strain was virulent, but vibrion 
septique antitoxin protected guinea-pigs against as many as 20 
minimal lethal doses. Cl. Welchit antitoxin did not give any 
protection. 


Smears. 

(i) Lochia. Organisms with the morphological characteristics 
of cl. Welchit, together with streptococci and Gram-negative 
bacilli, were present in a lochial smear from a woman in whom 
these organisms were cultured from uterus, peritoneal cavity and 
urine. 

(ii) Muscle. In one case of metastatic gas gangrene organ- 
isms with the morphological characteristics of cl. Welchii were 
recovered from the deep muscles of the left buttock after 
needling. 

Table I gives the synopsis of the bacteriological cultural 
investigations during life. 


PRESENTATION OF CASES. 
This will be entirely from the clinical standpoint, and under 
the following headings: 


Post-abortal Series. 

(i) Infection with cl. Welchit. 

(ii) Infection with vibrion septique. 
Puerperal Series. 

Infection with cl. Welchi. 


Post-abortal Series. 

There were 22 post-abortal cases, with 13 deaths, a mortality 
of 59 per cent. 

The average age was 27.5 years, the youngest being 18, and 
the oldest 40. 

Five women were nulliparous, the average parity of the 
remainder being just below four. In 17 pregnancy had advanced 
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abortal | Case |__________ Blood-cultures | _suterine | Urine Lochial 
series | No. | First S-cond Third | Fourth | cultures | cultures cultures 
I. | | 
Group A 1 Cl. W. 
2 Cl. W.* 
3 Cl. W.* Ch. W. Cl. W. 
4 | Staph. alb. Staph. alb Cl. W.* 
Staph. alb. 
5 Ol W.* Cc. W.. J} 6ChW.: - 
Strep. 
6 Cl. W. 
7 Cl. W. Cl. W. 
Strep. 
8 Cr W.. 
9 Strep. Cl. W. (cl. W. 
Strep. Strep. 
axe tea! | ona 
| \bae. 
aan ieee Gaatie — ; z 
GroupB | 10 | Cl. W. = 
ht | 6Ch UW. 
An. strep. 
| Staph. aur. | 
12 Ci. W.* Strep. — 
Strep. | 
B.c.¢. 
13 CL W.* _ Cl. W. 
(and others) 
14 Cl. W. chW.* Cl. W 
| | An. strep. | 
| | | 
GroupC | 15 | 
| IG |. Cb WwW, 
Group D | 17 
| 18 ch We. ck. W.* 
iS | hw. Cl. W. 
| Strep. 
- __ 20 Strep. Cl. W. 
Il, | wig oR : —_ - 
| 21 | Vib. sept.* 
22 | Vib. sept.* 
Puer on oe 
peral 23 Cl. W. Ck. W. - 
series An. strep. 
24 Cl. W. 
25 
26 Cl. W. 
27 -- 
28 
29 Gl. W.* ck W. — — 
30 -- 
INDEX TO TABLE; 
Cl. W. ... Clostridium Welchii. Staph. alb. ... Staphylococcus albus. 
Vib. sept. ... Vibrion septique. Staph. aur. ... Staphylococcus aureus. 
Strep. ... Aerobie streptococcus. B.c.c. ... Bacillus coli communis, 
An. strep. ... Anaerobic streptococcus. Gm-ve bac. ... Gram-negative bacillus. 
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TABLE I. 
BACTERIOLOGY (ANTE-MORTEM CULTURES). 


Intra- 








* Indicates final confirmation by specific toxin-antitoxin neutralization in animals. 
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Peritoneal 
cultures 


Cl. W. 
Strep. 


Cl. W. 
Strep. 
(am-ve bac. 


Strep. 


Vib. sept.* 


Cl. W. 
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to between six weeks and three months, and in five to between 14 
weeks and five months. 


Introduction of Infection. 

A history of mechanical interference was obtained in 13 cases. 
One of these had had cervical plugging performed by a doctor 
to induce the abortion of a retained macerated foetus. The 
remaining 12 admitted attempts at criminal abortion, eight by 
forcible douching with Higginson’s syringe using solutions of 
soap, Epsom’s salts or lysol; three with instruments (including 
a crochet needle); and one with both an instrument and Higgin- 
son’s syringe. 

Interference in 11 cases had occurred between eight hours and 
five days before admission to hospital, the average being 25 days. 
In two (Nos. 22, 7) it had apparently last been instituted six 
weeks and two and a half months before, respectively; and 
in both symptomatology was absent until two days before 
admission. No woman who had used a Higginson’s syringe 
admitted its employment on any prior occasion for rectal 
injections, and in one instance the purchase was new. 

Seven women denied attempts at interference, and in two 
attempts were not made to elicit such information. 


I. INFECTION WITH CLOSTRIDIUM WELCHII. 

There were 20 post-abortal cases conclusively or presumptively 
infected with this organism. They were divisible into four main 
groups: 

A.—Cases with marked jaundice and gross blood destruction. 

B.—Cases with jaundice, but lacking serological or urinary 

evidence of blood destruction. 

C.—Metastatic gas gangrene. 

D.—Miscellaneous and presumptive cases. : 


A. Cases with marked jaundice and gross blood destruction. 

This is the largest group, and comprises the classical post- 
abortal gas gangrene to which the majority of lethal cases in the 
literature belong. 

Hand in hand with ease in diagnosis runs therapeutic hope- 
lessness. Failing immediate and urgent treatment, and almost 
invariably despite it, death ensues within a few hours or a few 
days. The established picture is unmistakable and unforget- 
able. A typical course is as follows: 

Within two or three days of an abortion showing some of the 
general and local signs of sepsis, a woman develops jaundice 
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which becomes most marked on the face and body, least marked 
on the legs. This rapidly deepens, and is soon accompanied by 
slight dusky cyanosis of the fingers and toes. Within a few 
hours the skin has darkened almost to a bronze or mahogany, 
and the conjunctivae may be of the shade of chocolate. 

Catheterization removes an ounce or two, or possibly but a few 
cubic centimetres, of a strongly acid, portwine-coloured urine 
containing haemoglobin, methaemoglobin and fragments of 
destroyed red cells; the blood-serum is the colour of burgundy 
with the same products of haemolysis. 

The pulse-rate, which was 110 to £20 on admission, has 
gradually quickened to 140 and the pulse is of low tension; it 
presently becomes soft and running, heralding complete peri- 
pheral circulatory failure with ice-cold, sweating extremities, 
deepening cyanosis, increasing thirst, rapid shallow respirations 
and terminal restlessness. The patient, who is now completely 
prostrate, may appear physically more dead than alive, but a 
usual and striking feature is her maintenance of a clear con- 
sciousness to the last. 

This syndrome, which can develop with amazing speed, I 
believe to be pathognomonic of infection by cl. Welchu or an 
anaerobic bacillus of its group. I have not yet seen it simulated 
even remotely by infection due to other organisms or by 
chemical poisoning. Its course may be retarded or modified, but 
only exceptionally arrested by therapy. 

There were nine patients in this group, of which eight were 
fatal, three within 12 hours of reaching hospital. Ante-mortem 
blood-cultures were positive for cl. Welchit in five, for cl. Welchi 
and aerobic streptococcus in two, for staphylococcus albus in 
one, and for aerobic streptococcus in one. In this last, a fatal 
physometra with generalized blood infection clinically, cl. 
Welchi and streptococcus were recovered from the urine, peri- 
toneal cavity and uterine contents. 

The staphylococcus albus was twice grown from the blood 
and once from the uterus of the sole survivor, but cl. Welchi 
predominated in the uterine culture, the strain being strongly 
pathogenic to white mice and guinea-pigs. 

Certain clinical features require elaboration. 

1. Jaundice. Inall patients this was early in onset and rapid 
in development, but in only four did it attain the deep bronzing 
with underlying cyanosis which is the result of combined gross 
red-cell destruction, marked methaemoglobinaemia and _peri- 
pheral circulatory failure. 
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In the remainder it was fairly marked in one and deep in 
four, of whom one recovered. 

In four women, in whom it developed in situ, the exact time 
of onset of the jaundice could be determined. In three it 
appeared on an average of 40 hours after the first symptom of 
illness and just under six and a half days before death; each of 
these had received urgent local, general and serological therapy 
from the start. The fourth and most fulminating example was 
admitted to hospital 12 hours after interference with a Hig- 
ginson’s syringe; she developed bronze icterus under observa- 
tion, and died untreatéd 3 hours 40 minutes after reaching the 
ward. 

2. Cyanosis. This was absent in the one woman who re- 
covered. In the remainder it followed jaundice, and ranged 
from a slight duskiness of the extremities to the deeper and 
more generalized shade seen in the bronzed cases and in the 
very terminal stages of all. 

3. Haemoglobinaemia. The blood-serum in every case was 
burgundy-coloured, and biochemical and spectroscopic examina- 
tion revealed the presence of free oxyhaemoglobin and methae- 
moglobin. 

The severe and extremely: rapid anaemia accompanying 
haemolysis tends to be masked by the developing ictero-cyanosis, 
and red-cell counts alone can accurately measure it. These were 
not performed in our series, but Fraenkel and Lehmann have 
noted the red-cell count fall by over two million in six hours, 
and in one case reported by Sleeman the reading on admission 
was only 680,000. 

In three of our group haemoglobin estimations (Tallquist) 
shortly after admission read 50 per cent, 50 per cent and 35 per 
cent respectively, but with large quantities of free blood-pigment 
in the serum these give an inadequate impression of the true 
oxygen-carrying depletion of the blood. 

Two women showed evidence of capillary damage and 
haemolysis at the sites of hypodermic injection in the arms, 
developing blue-black areas of subcutaneous bruising from 
two to four centimetres in diameter. In another a blue-black, 
ice-cold area of multiple petechiae, simulating gangrene, 
appeared at the tip of the nose; this sign has been reported by 
Sleeman. 

4. Haemoglobinuria. The urine was invariably scanty, 
strongly acid and contained albumin. In seven cases it was of 
a port-wine colour, spectroscopic and biochemical examination 
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revealing oxyhaemoglobin and methaemoglobin. Fragments of 
haemolysed red cells, but only occasionally an intact red cor- 
puscle, were seen microscopically. 

In one fatal case urine was not obtained for examination, 
while in another it contained urobilin but not any blood pigment. 
In the sole case of survival, evidence of haemolysis had dis- 
appeared from the urine and serum within 36 hours. 

5. Renal failure. A constant feature of the fatal cases was 
renal inhibition, and in those surviving some days it contributed 
to the fatal issue. 

In three patients, of whom complete urinary charts were 
available, the total excretion was 34.5 ounces for seven and a 
half days, 11 ounces for five days, and 14 ounces for six days, 
respectively. 

In the first of these, who developed terminal general peri- 
tonitis, the combined lesions raised the blood-urea from 140 to 
396 milligrams per 100 cubic centimetres in five days. In 
the last, who became clinically uraemic, the reading reached 185 
milligrams per 100 cubic centimetres. 

In two women the blood-urea on admission read 79 and 151 
respectively; the former died within 12 hours. 

6. Placental tissue. The condition of three patients was so 
desperate on admission that uterine interference was not justifi- 
able. But placental tissue from the remainder was examined 
macroscopically after curettage in four, after removal of a por- 
tion from the cervical canal in one, and following hysterectomy 
in one. 

In all it showed certain features characteristic:of invasion by 
organisms of the cl. Welchit class. 

This typical placental tissue is of a dirty greyish or pinkish- 
grey colour, soft, friable and spongy in consistence, and shows 
various degrees of liquefaction so that more or less it tends 
to adhere in paste-like fashion to uterine wall and curette. It 
exudes a slightly pungent, mousy, cadaveric odour, which in 
later stages may become foul. Its removal by blunt curettage 
is usually attended by little haemorrhage, but after a short 
interval uterine amyotonia is liable to express itself in a steady 
oozing. 

In only one instance, after hysterectomy, was gas discovered 
in the placenta and decidua; but exhaustive examination for it 
had not been made in all previous specimens. 

In five cases intra-uterine cultures were taken; all were 
returned positive for cl. Welchit. 
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7. Ante-mortem gas. In the case following hysterectomy 
gas was demonstrable in the uterine musculature. In no other 
member of the group was it detected in the tissues during life. 

8. Pulse-rate and tension. The pulse-rate on admission 
ranged from 80 to 160, with an average of I15. 

The pulse tension was almost invariably low. The highest 
recorded systolic blood-pressure was 120; this patient died in 
12 hours. In five other cases in which it was estimated, at or 
within a few hours of admission, the highest systolic reading was 
g5, and the average 71; the diastolic pressure, when measurable, 
was below 54. In one case the pulse was both impalpable and 
inaudible on admission (No. 6). 

9. Temperature. This did not present any particular feature. 
The average at admission was 100°F; the average maximal in 
hospital, ror.2°F. 

10. Tongue. This was dry and furred on admission in six 
patients, moist and furred in three. 

11. Course of the disease. In the fatal cases the average 
duration of life was just over five days from the first symptom 
of illness, and three days 16 hours after admission to hospital. 

The longest survival period was nine and a half days from 
the first symptom of illness, and seven and a half days after 
admission; the shortest, 16 hours after interference and three 
hours and forty minutes after admission. 

In six women who had attempted abortion with a Higginson’s 
syringe, death occurred on an average six days later. 


CASE HISTORIES. 


Table II is a summary of the salient features of the whole 
post-abortal and puerperal series. 

Group A consists of cases I to 9, of whom number 4 alone 
survived. Further details of cases 5 and g, representative 
examples who received entirely dissimilar local treatment, will 
here be given. 


Case No. 5. 

D. S., aged 23 years, 3-para, whose last menstrual period had been two 
months previously, was admitted on 12th November, 1934, two days after 
attempted abortion with a wax taper and Higginson’s syringe. This had been 
followed by shivers, vomiting, abdominal pains, slight vaginal haemorrhage, 
and, more recently, diarrhoea. 

On admission the patient was sallow, with moist furred tongue, pulse-rate 
of 90, temperature 103°F., and slight lower abdominal tenderness. The 
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retroverted uterus was the size of an eight weeks’ pregnancy, the os was open 
and offensive blood-clot lay in the vagina; the fornices were clear. 

Six hours later she was slightly jaundiced, pulse-rate 108. The blood was 
cultured and 40,000 international units of cl. Welchii antitoxin were given 
intramuscularly. 

Fourteen hours after admission her whole body was bronzed, her con- 
junctivae the colour of chocolate, pulse-rate 126. Blue-black ecchymoses 
two centimetres in diameter marked the sites of hypodermic pituitrin injec- 
tions in the arms. Four ounces of strongly acid, port-wine-coloured urine 
was withdrawn by a catheter. 

Immediate blunt curettage under ethylene and oxygen anaesthesia re- 
moved soft necrotic placental tissue of ‘typical’ variety; glycerine gauze was 
left in the uterus for 12 hours. 

Curettage was at once followed by the intravenous administration of 
60,000 units of cl. Welchii antitoxin with 30 ounces of 10 per cent glucose in 
normal saline, and followed in two hours by sub-mammary one per cent 
sodium bicarbonate solution, 40 ounces, 

November 11th, 1934.—The bronze colour was actually deeper, with 
definite cyanosis of the fingers, the systolic blood-pressure was 76, haemo- 
globin 50 per cent, pulse-rate 116 to 120. 

Two ounces of urine were excreted during the day; this and the blood- 
serum were a burgundy colour with oxyhaemoglobin and methaemoglobin. 
An intra-uterine glycerine injection was accompanied by some _ small 
explosions of gas bubbles from the uterine cavity. 

Sodium bicarbonate was included in all the drinks administered, two 
drachms to 20 ounces, and sodium citrate grains 60 to 120 was prescribed two 
hourly. 

Further therapy included 40,000 units of cl. Welchii antitoxin, 15 ounces 
of glucose-saline and two drachms of sodium bicarbonate, intravenously; blood 
transfusion, 22 ounces; and two intramuscular injections, separated by 12 
hours, of 40,000 units of cl. Welchii antitoxin. 

November 14th, 1934.—Patient developed rapid, grunting respirations 
with signs of congestion at bases of both lungs, necessitating the hourly use 
of a carbogen tent, and injections of atrophine and coramine alternately 
every two hours. 

Bronzing unchanged, cyanosis of fingers and lips marked. Pulse-rate 132, 
blood-pressure 94/50, haemoglobin 65 per cent. 

Urine now alkaline, colour the same, 7.5 ounces excreted. Blood-urea 140 
milligrams per 100 cubic centimetres. 

Abdomen distended and slightly tender; needling in three places removed 
only a drop of watery fluid containing a few polymorphs but organisms were 
absent. Right labium majus oedematous; brownish vaginal discharge, slightly 
necrotic-smelling. 

80,000 units of cl. Welchii antitoxin given intramuscularly in two injec- 
tions separated by 13 hours; 40 ounces of submammary saline administered. 

November 15th, 1934.—Clinically improved although colour unchanged. 
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Nails cyanosed and slate-grey, fingers dusky bronze, palms have violet pink 
erythema. 

Pulse good volume 112, blood-pressure 104/76, haemoglobin 65 per cent. 
Serum shows less blood pigment, but urine unchanged and only three ounces 
excreted. 

Pulmonary signs now largely confined to right lower lobe. Back oedema- 
tous to mid-dorsal level, with little demonstrable pitting. Vulva oedematous 
and unhealthy looking; lochia smell necrotic. Uterus the size of a six weeks’ 
pregnancy, not tender, os almost closed; intra-uterine glycerine expelled 
greyish, necrotic-smelling discharge. 

Therapy included four-hourly rectal salines containing brandy; bi-daily 
submammary salines 40 ounces; one intramuscular injection of 10 cubic centi- 
metres of 10 per cent calcium gluconate; and 80,000 units of cl. Welchii anti- 
toxin intramuscularly in two injections separated by 14 hours. 

November 16th, 1934.—Oedema slowly increasing; all extremities, except 
left forearm, slightly involved. Abdomen uniformly distended, with slight 
general tenderness; no shifting dullness. Infrequent twitching of face and 
hands. 

Congestion both lung bases; cough occasionally expels a grey plaque of 
sputum. 

Urine browner, but still contains blood pigment; excretion four ounces; cl. 
Welchii recovered on culture. Blood-urea 252 milligrams per 100 cubic cen- 
timetres. 

Vulva very oedematous, exudes necrotic odour. Intra-uterine injection 
of glycerine and acriflavine. 

Further therapy included blood transfusion 20 ounces, and intramuscular 
antitoxin 40,000 units. 

November 17th, 1934.—Colour mahogany, cyanosis absent. Increased 
oedema and severe abdominal pains. Very tender, distended, ascitic type of 
abdomen. Tongue dry, with prominent red papillae; breath renal. Pulse 120, 
blood-pressure 112/64, haemoglobin 85 per cent. Methaemoglobin still in 
serum; urine almost beef-tea colour, necrotic-smelling, 5 ounces excreted. 

100 cubic centimetres of 50 per cent glucose injected intravenously, and 
two cubic centimetres of salyrgan intramuscularly. 

Abdominal needling revealed straw-coloured fluid; vdst numbers of 
organisms with the morphology of cl. Welchii and streptococci were in the 
centrifuged deposit. 

Immediate bilateral iliac, muscle-splitting laparotomy under local anaes- 
thesia was performed with the patient in bed; considerable quantities of 
brown-yellow, slightly faecal-smelling fluid containing lymph escaped; cultures 
later grew streptococci and cl. Welchii. 80,000 units of cl. Welchii antitoxin 
were injected by catheter to the upper abdominal areas affected, and tubes 
drained Douglas’s pouch, the lower abdomen and both loins. Post-operatively 
40,000 units of antitoxin were injected intramuscularly. Pulse-rate 100 in 
evening. 

November 18th, 1934.—Occasional vomiting. Tongue dry, renal type. 
Pulse-rate 116, blood-pressure 92 / 64. 
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Abdomen draining freely; six ounces of urine excreted, dark brown, offen- 
sively necrotic-smelling, and forming one-sixth deposit on standing. 

Fairly frequent twitching and bouts of air hunger. 100 cubic centimetres 
of 50 per cent glucose given intravenously. 

Increasing vomiting, becoming of small intestine type. Stomach wash-out 
and intravenous injection of 21 ounces of three per cent saline in 10 per cent 
glucose given; little improvement. High ileostomy performed under local 
anaesthesia without moving patient. Ileal lavage given and 20 ounces of 
saline left behind. 40,000 units of antitoxin given intramuscularly. 

November 19th, 1934.—Condition worse. Semi-conscious and stuporose. 
Blood-cultures of 14th November negative. Methaemoglobin in serum and 
urine; three ounces of latter excreted. 

Saline 20 ounces with one ounce of brandy given hourly by ileal tube and 
four-hourly by rectum. 

Colour a mixture of yellow, mahogany and an underlying greyish hue. 
Further vomiting was shortly followed by death. 

The total serum dosage over eight days had been 620,000 units; 100,000 
intravenously, 440,000 intramuscularly and 80,000 intraperitoneally. The 
total urinary output had been 34.5 ounces. 

At autopsy, 19% hours after death, the abdomen was distended, the 
vulva grossly oedematous and the lower extremities moderately so; gas 
was not palpable in the external tissues. 

The heart was small and firm, with a little turbid fluid in the pericardial 
sac, and recent haemorrhages on the basal pericardium. The lungs were con- 
gested and oedematous, with a little turbid fluid in each pleural cavity and 
small haemorrhages on the visceral pleura. The air passages were congested. 
Both liver and spleen were dark red, friable and soft. The kidneys were 
enlarged, swollen and friable, the capsules peeling easily, the cortex red, 
the medulla pigmented, almost black, the general markings blurred.- The 
bladder was oedematous and contained blood-stained urine; its mucosa was 
red and necrotic. The pancreas and suprarenals were congested and soft. 
The peritoneal cavity contained purulent fluid with fibrin and some gas, 
numerous soft adhesions uniting coils of small intestine. 

The uterus was enlarged, dark and soft, with an area of necrosis at the 
fundus. The uterus had not been perforated, neither was there any iden- 
tifiable wound therein. Its cavity was four inches long and contained foul- 
smelling necrotic debris. The cervix was necrotic and open. 


Microscopy. 


Heart. Considerable toxic spoiling and pigmentation. Muscle outlines 
and striations not well marked, staining poor. Very occasional Gram-positive 
bacillus seen. 

Spleen. Toxic spoiling of varying intensity throughout; congestion, 
marked pigmentation and some blood extravasation. Scattered Gram-positive 
bacilli, some in vessels, others in pulp. 

Liver. Universal extreme degeneration, with loss of gross lobular outline 


215 











JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


and cell structure. Extensive disappearance of cellular tissue, leaving in parts 
only a reticular framework. Greatest damage in region of central veins. 

Normal parenchyma was not visible; cell outlines and orientation lost, 
cell substance granular and poorly staining, nuclei almost entirely non-visible. 
Pigmentation and congestion marked. 

Large aggregations of Gram-positive bacilli and Gram-positive cocci in 
portal veins and between hepatic cells; degeneration more marked about 
these aggregations. Definite gas bubbles could not be seen. 

Kidney. Enormous general congestion, with marked pigmentation and 
blood extravasation through parenchyma. 

Extensive toxic spoiling and degeneration, chiefly of the tubular system. 
Cells granular, swollen, poorly staining, and in places showing various degrees 
of disintegration and disorientation. Tubules choked with cellular débris and 
red blood-cells. 

Glomeruli far less affected than tubules, but show separation of fibres by 
non-staining material, and increased lobulation of tufts. 

Scattered Gram-positive bacilli and occasional Gram-positive cocci 
through kidney substance. 

Uterus. Cavity lined with pyogenic membrane containing degenerated 
blood, large clusters of Gram-positive bacilli, streptococci and Gram-positive 
cocci. Polymorphonuclear infiltration where this abuts on muscle. 

The muscle next to the uterine cavity was completely degenerated, with 
loss of outline, structureless appearance and poor staining; proceeding 
inwards fatty degeneration, cloudy swelling, then almost normal muscle was 
encountered. In stained sections a large amount of muscle appeared quite 
normal, and most of it showed slight toxic spoiling only. Fibrin in vessels. 

Large groups of Gram-positive bacilli scattered through muscle, unaccom- 
panied by other organisms or by cellular reaction, and commonly congregated 
at the edges of spaces. Fewer bacilli in vessels. 

This case demonstrates the complete failure of thorough serological and 
general therapy in the absence of removal of the primary focus. 


CasE No. g. 

J. P., aged 26 years, 1-para, whose last menstrual period had been nine 
weeks before, was admitted on 2nd February, 1935, with the provisional 
diagnosis of inevitable abortion. Eight hours previously she had syringed 
soap and water into the uterus, and two hours later had experienced slight 
vaginal haemorrhage, severe lower abdominal pain, shivers and sweats. 

On admission her tongue was dry and furred, pulse-rate 80, temperature 
97°F., uterus the size of a 20 weeks’ gestation with membranes bulging 
through the os, blood-clot in the vagina. 

February, 3rd, 1935.—Twelve hours after admission the patient aborted; 
the foetus was not kept. 

Three hours after abortion the skin and conjunctivae were definitely 
jaundiced, tongue moist and completely furred, pulse-rate 116 to 120. The 
lochia were red and not noticeably offensive. 

Four hours after abortion jaundice was deeper, pulse-rate 120. There was 
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tenderness low down in the iliac fossae; the uterus was the size of a 12 to 14 
weeks’ pregnancy, tense and very tender, with a feeling of bulging at its left 
cornu and also further out in the right broad ligament; crepitus was absent. 
In view of the rapid development of the syndrome, and the local Signs, 
physometra was diagnosed and hysterectomy decided on. 

60,000 units of cl. Welchii antitoxin were now given intravenously with 
20 ounces of ro per cent glucose in normal saline, and 20 units of insulin. 
The pulse-rate, now 136, steadily increased until just before operation it 
was 150. 

Nine and a half hours after abortion hysterectomy was rapidly performed 
under ether anaesthesia. The vagina was first cleansed with ether soap, 
water and mercuric biniodide solution, then dried and painted with five per 
cent iodine. After inserting a five per cent iodine gauze pack into the uterus, 
the cervix was closed with a number three catgut suture. The vagina was then 
repainted, and packed with gauze soaked in acriflavine solution 1 in 1000. 

Laparotomy revealed three to four ounces of brown blood-stained free fluid 
in peritoneal cavity; smear was negative, but culture later grew cl. Welchii, 
streptococci and Gram-negative bacilli. The uterus, the size of a 14 weeks’ 
pregnancy, was of even contour and dark brown to grey-red in colour, darken- 
ing to red-black at the right end of the fundus. The right broad ligament, 
Fallopian tube and ovary were very swollen and almost blue-black, as though 
thrombosed; crepitus was absent. The uterine vessels were large, blue and 
distended to the calibre of the index finger; the uterus itself, and to a less 
extent the contiguous pelvic tissues, appeared soft, boggy and friable. 

The right broad ligament with adnexa, and the whole uterus, except a 
very small outer shell of dilated cervical lip, were removed. One vaginal and 
one lower abdominal drainage tube were inserted. During the operation a 
blood transfusion, 20 ounces, was given. 

The removed uterus was grossly infected; grey-red necrotic placental 
débris filled its cavity and was not sharply divisible from the underlying 
necrosing muscle. The muscle was nowhere of a normal pink or firm to touch, 
and became progressively involved as the endometrium was approached, the 
affected areas varying from dull grey to blue-black. The vessels in the uterine 
wall were greatly distended, and bulged with black thrombi. Fine crepitus 
was palpable through the organ, and fine bubbles could be expressed from the 
cut muscle surface, chiefly next the endometrium. Broth culture from the 
uterine cavity later grew cl. Welchii, streptococci and Gram-negative bacilli. 
A portion of the uterine muscle later subjected to microscopy revealed degen- 
eration but no organisms. The whole right broad ligament was swollen and 
blackened due to contained haemorrhage and its vessels were distended with 
blood-clot; the Fallopian tube appeared normal; and'the ovary was enlarged, 
swollen, discoloured with surface bluing, and on section showed scattered 
haemorrhages the size of a pin’s head through its stroma. 

After the operation the patient’s condition was satisfactory, pulse-rate 144. 
Sodium bicarbonate two drachms to the pint was included in all drinks, and 60 
grains of sodium citrate given two hourly. 30,000 units of cl. Welchii anti- 
toxin were injected intramuscularly. 


217 














JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


February 4th, 1935.—Condition excellent. Pulse-rate go, satisfactory 
volume. Blood-pressure 95/54. Jaundice quite gone. 

Later in the day some abdominal pains and pulse-rate 120. Two ounces of 
very acid, grey-brown urine obtained by catheter. 

Removal of vaginal drainage tube released two small explosions of gas; 
smears from tube revealed apparent cl. Welchii, streptococci and Gram- 
negative bacilli. 

Two injections of 40,000 units of cl. Welchii antitoxin were given intra- 
muscularly, separated by 12 hours, the latter being accompanied by 60 cubic 
centimetres of puerperal streptococcal antiserum. 

February 5th, 1935.—Pulse-rate 132, blood-pressure 114/68, temperature 
99.8°F. Pale, haemoglobin 35 per cent. 

Abdominal drainage tube shortened; no discharge. Three ounces of 
brownish, blood-stained urine containing methaemoglobin excreted; albumin 
one-sixth deposit on standing. Blood urea 136 milligrams per 100 cubic 
centimetres. 

Patient drinking well. Intravenous ro per cent glucose saline, 30 ounces, 
containing 8 grams of sodium bicarbonate, given. Pulse-rate later fell to 92. 

Two intramuscular injections of 40,000 units of cl. Welchii antitoxin given, 
separated by five hours. 

February 6th, 1935.—No change. Pulse-rate roo, blood-pressure 124/70, 
temperature 98.4°F. Taking copious fluids. Urine culture of 3rd February 
positive for cl. Welchii, streptococcus and Gram-negative bacillus. Present 
excretion 1.5 ounces of alkaline, dirty brown, slightly offensive urine; culture 
again revealed the same organisms. 

Blood transfusion, 23 ounces, given. Diuretin grains 10, and sodium 
sulphate grains 120, prescribed thrice daily. Abdominal wound clean and 
healing; tube removed. Drowsy later in day; epistaxis during night. 

February 7th, 1935.—Pulse-rate 108, blood-pressure 128/80, temperature 
98°F. Renal failure more complete. Nausea and hiccough. Only 7 drachms 
of slightly acid urine excreted in 24 hours. Patient pale; no demonstrable 
oedema. Haemoglobin 55 per cent. Blood-serum a normal straw colour. 
Blood-urea 185 milligrams per 100 cubic centimetres. 

Magnesium sulphate 4 drachms given, and the following solutions injected 
intravenously: 100 cubic centimetres of 50 per cent glucose, 20 cubic centi- 
metres of 10 per cent calcium gluconate, and 30 ounces of 10 per cent glucose 
in normal saline. 

Blood-culture of 3rd February returned positive for streptococcus. Later 
in the day the patient was somnolent and lethargic. Slight cough, with rAles 
at right base. 

February 8th, 1935.—Brighter. Pulse-rate 104, temperature 97.2°F. 
Tongue fairly moist. Patient has rather swollen appearance without demon- 
strable oedema. Signs of congestion at both lung bases. Taking fluids well. 
Urine excreted, 5.5 ounces, rather offensive and dirty brown, with deposit 
and albumin; no casts. Slight, non-offensive, red-serous vaginal discharge. 
Occasional twitchings of face and hands. Intravenous 10 per cent glucose- 
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saline, 40 ounces, with 20 cubic centimetres of 10 per cent calcium gluconate, 
given. 

Two hours after intravenous therapy violent twitching of the arms 
occurred for a few minutes; 30 minutes later patient suddenly collapsed and 
died. 

At no time had the temperature exceeded 99.8°F., and for the three days 
preceding death it had ranged from 97.2°F. to 98.6°F., with a pulse-rate from 
100 to 110. The total urinary excretion over six days had been 14 ounces, 
and the total dosage of cl. Welchii antitoxin 330,000 units, of which 60,000 
had been given intravenously. 

At autopsy the external tissues were free of gas. The heart was relaxed 
and flabby, and its cavities full of frothy blood. The lungs were engorged 
with frothy fluid, and the bases somewhat collapsed. The hepatic substance 
was friable and the vessels contained frothy blood; the spleen was crepitant 
and swollen. The kidneys were large, swollen and friable, with broad, smooth 
cortices and readily peeling capsules. The operation area was clean and 
healing, and there was no peritonitis. 

This case demonstrates the hopelessness of established renal failure, and 
also admits of three criticisms of treatment, viz: 

1. The early cessation of serum therapy despite a pathological urine. 

2. The leaving behind of a small portion of cervical lip; this might well 
have been the focus which maintained fatal infection. 

3. Delayed and insufficient alkali therapy (see under Treatment). 


B.—Cases with Jaundice, but lacking Serological or Urinary 
evidence of Blood destruction. 


The five members of this group reveal a range in clinical type 
and severity. The one feature common to all was jaundice, but 
in none did it approach the bronze hue seen in the previous 
group. In one patient it was slight, in one definite, and in three 
fairly marked. In four it developed, and with considerable 
speed, only after admission to hospital. Disappearance followed 
local and specific therapy in every instance. 

In three (Nos. II, 12, 14) jaundice was the sole symptom 
suggesting the diagnosis, the underlying clinical picture being that 
of fairly severe post-abortal sepsis such as is not uncommonly 
seen with streptococcal infection. These three cases were all 
examples of multiple blood invasion, and in only one (No. 14) 
were measures instituted against cl. Welchii before the diagnosis 
had been established by recovery of the organisms from the 
blood. 

The remaining two cases were those of pure cl. Welchit infec- 
tions, in which clinical recognition was early and therapy 
immediate. Before bacteriological confirmation had _ been 
obtained each patient received blood transfusion, 120,000 inter- 
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national units of cl. Welchit antitoxin by intravenous and intra- 
muscular routes, and uterine curettage under gas-and-oxygen 
anaesthesia. 

In one patient (No. 13), diagnosis rested upon a combination 
of jaundice which was early in onset and rapid in development, 
with a corresponding quickening of the pulse-rate. The later 
removal of soft, necrotic placental tissue of the typical variety 
was confirmatory.. 

The other case (No. 10) was a classical example of fulminating 
cl. Welchu septicaemia in a woman who had been in hospital 
for three days with a septic inevitable abortion. Following 
insidious collapse she rapidly developed peripheral circulatory 
failure with running pulse, subnormal temperature, progressive 
jaundice, cyanosis and dyspnoea, and within three hours a fatal 
issure appeared imminent. Her subsequent recovery was 
dramatic, and her general symptomatology provides a stepping 
stone between the cases of group A and those next to be 
described (group C). 

The one fatality in the group (No. 14) was a patient with a 
dual blood infection who succumbed to streptococcal pneumonia 
12 days after she had apparently completely overcome her cl. 
Welchu invasion. 


Only those of Nos. 10 and 14 will here be recounted. 


CasE No. 10. 

E. R., aged 30 years, 7-para, whose last period had been 18 weeks pre- 
viously, was admitted on 29th November, 1933, with the diagnosis of septic 
inevitable abortion. She had attempted to induce abortion with Higginson’s 
syringe and soapy water two days before. 

On admission she was slightly flushed, with moist, furred tongue, pulse- 
rate 130, temperature 101.4°F. The uterus was the size of a 16 weeks’ 
pregnancy, not tender; the os was open and the vagina contained bloody 
discharge. Next morning the pulse-rate was 96, temperature normal. 

During the third night after admission (1st December) the patient aborted 
a foetus; this was not kept. A rigor and temporary tachycardia of 132 fol- 
lowed the abortion; the pulse-rate then settled to 104. 

December 2nd, 1933.—Eight hours after abortion patient’s condition was 
noted to go off suddenly; she became mentally drowsy, with dusky colour 
and rapid pulse-rate. Thirty minutes later the resident doctor noticed she was 
slightly jaundiced, took a blood-culture and gave 10,000 units of cl. Welchii 
antitoxin intramuscularly. 

One hour later the woman was desperately ill, with clouded consciousness, 
definite jaundice of skin and conjunctivae, and running pulse of 152. Her 
temperature Was 97.2°F.; her extremities ice-cold and clammy; lips, ears and 
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finger-tips cyanosed; tongue dry and furred; face grey; forehead sweating; 
respirations rapid and shallow. There was not any abdominal rigidity, but 
tenderness over uterus and liver. Pelvic examination was not made. 

40,000 units of cl. Welchii antitoxin in 30 ounces of 10 per cent glucose- 
in normal saline were immediately administered intravenously, and 20,000 
units injected intramuscularly. Fluids containing glucose were given every 
15 minutes, and half an ounce of brandy four-hourly. 

Seven hours after intravenous therapy the volume of the pulse was slightly 
better, rate 130; but the general condition was still poor and jaundice marked. 
Blood transfusion, 22 ounces was given. 

December 3rd, 1933.—General condition much improved. Mentally 
clearer, jaundice less, pulse fair volume, 128. 

30,000 units cl. Welchii antitoxin in 20 ounces of 10 per cent glucose- 
saline given intravenously, and 20,000 units intramuscularly. Blood-culture 
of 2nd December positive for cl. Welchii. Blunt curettage performed under 
nitrous oxide and oxygen anaesthesia; much typical necrotic and liquefying 
placental tissue removed; glycerin gauze left in uterus 12 hours. Rectal 10 
per cent glucose in saline, 20 ounces, with brandy one ounce, given after 
curettage. 

December 4th, 1933.—Condition very satisfactory. Pulse good volume, 
rate 112, jaundice gone. Urine clear. 

20,000 units cl. Welchii antitoxin in 20 ounces of 10 per cent glucose- 
saline given intravenously, and 20,000 units intramuscularly. 

December 5th, 1933.—Pulse-rate 96, temperature, 98.8°F. Intravenous 
and intramuscular serum, 20,000 units of each, administered as before. Intra- 
uterine injection of glycerine given; return almost clear. Intramuscular serum 
alone was continued daily for the next seven days in quantities ranging from 
20,000 to 32,000 units. Blood culture taken on the fifth day after curettage 
was negative. Convalescence was complicated by two bouts of serum derma- 
titis and adenitis, and the patient was discharged cured on 5th January, 1934. 

The total serum dosage was 382,000 units, of which 110,000 had been 
given intravenously. 

In the light of more recent experience, curettage and pelvic examination 
in this case would have been performed as early as possible after the initial 
intravenous therapy. 


CasE No. 14. 

V. R., aged 33 years, 2-para, was admitted on 8th July, 1934, with a septic 
incomplete abortion; interference denied. 

She was ill, with pulse-rate 124, temperature 102.2°F., tender uterus the 
size of a four weeks’ pregnancy, os slightly open, urine clear. 

On account of slight jaundice of skin and conjunctivae her uterus was im- 
mediately curetted, and she was given 40,000 units of cl. Welchii antitoxin 
intravenously and 30,000 units intramuscularly. Blood-culture preceded 
curettage. 

On oth July, 1934, jaundice was deeper, and 50,000 units of serum were 
injected intravenously and 40,000 units intramuscularly; in a further six 
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hours, owing to still deeper jaundice, another 40,000 units of antitoxin with 
20 cubic centimetres of 10 per cent calcium gluconate, were given intra- 
venously, and 30,000 units intramuscularly. All intravenous therapy was 
accompanied by 20 to 30 ounces of 10 per cent glucose-saline. 

July roth, 1934.—Cl. Welchii present in culture from intra-uterine gauze. 

July 11th, 1934.—Pulse-rate 80, temperature 98°F. Jaundice less. Blood 
culture of 9th July positive for cl. Welchii and anaerobic streptococci. 30,000 
units of cl. Welchii antitoxin given intramuscularly. 

July 12th, 1934.—Acute onset of severe abdominal pains and development 
of signs of general peritonitis. Immediate laparotomy under gas-and-oxygen 
anaesthesia, tubes inserted to drain both loins, both iliac fossae and the pouch 
of Douglas. Much foul, dark, semi-purulent fluid released; culture later grew 
aerobic streptococci. The operation was followed by 30,000 units of cl. 
Welchii antitoxin in 30 ounces of Io per cent glucose-saline intravenously, 
and 40,000 units intramuscularly. 

July 13th, 1934.—Blood transfusion, 20 ounces, with 10 ounces of glucose- 
saline given. 

July 14th, 1934.—Condition very good; free abdominal drainage. 

Improvement continued, the jaundice disappeared, and for the next 
three days the patient was nonfebrile, with pulse-rate from 68 to 92. The 
drainage tubes were removed. 

Temperature then began to ascend slightly, and on 20th July the patient 
developed pain and clinical signs in the left side of the chest. Needling on 
23rd July did not reveal anything, but on 26th July she had extensive signs 
in both lungs, and was coughing up the foul sputum of pulmonary abscess. 
Pyrexia persisted; local signs, distressed breathing and general toxaemia 
steadily increasing, the patient died on 28th July. 

At autopsy, 39 hours later, there was extensive consolidation of the right 
lung: the left lung was collapsed and coated with lymph, and purulent fluid 
was in the pleural cavity. The heart, liver, spleen and kidneys were toxic; 
there was not any gas in the external tissues, solid viscera or blood. There 
were adhesions and a small amount of gas between the small intestines. The 
uterus had lymph on its posterior surface, and its cavity was three inches long 
and fairly clean. 


C.—Metastatic Gas Gangrene. 


There were two examples of this rare type. In each the course 
was distressing and catastrophic, and recalled the fulminating 
surgical gas gangrene of war-time. 

In one instance four days after incomplete abortion, and in 
the other 32 hours after curettage for that condition, the patient 
developed deep skeletal muscle pain which soon became 
excruciating and was accompanied by increasing restlessness 
and an overwhelming toxaemia. In swift succession there 
followed collapse, peripheral circulatory failure, and death. 

One woman survived Io hours and the other four hours after 
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the onset of muscle pain. Jaundice, haemoglobinaemia and 
haemoglobinuria were not at any time present. 

This desperate syndrome, of apparently metastatic origin, 
would appear to be chiefly due, as in surgical gas gangrene, to 
the effects of the cl. Welchti myotoxin (cytolysin). In marked 
contrast is the classical picture already described (group A), 
in which the signs are predominantly dictated by the bacterial 
haemotoxin (haemolysin). 

In the first case encountered the true cause was not suspected 
during life, but its dramatic features left so deep an impression 
that 13 months later the second case was provisionally and cor- 
rectly diagnosed upon hearing the history, and before the patient 
had been seen. 

In the second example gas was detected in the tissues during 
life, deep in the muscles of the left buttock. 


CasE No. 15. 

S. C. aged 22 years, 4-para, was admitted on 8th April, 1933, with an 
incomplete abortion for which her uterus was curetted 20 hours later. At that 
time her pulse-rate was 80 and her temperature had not exceeded 98.6°F. A 
few hours after curettage she had one rigor, and complained of pain in the 
chest; examination was negative. Pulse-rate was then 126, temperature 


103.5°F. Twenty-four hours after curettage patient felt quite well, with 
pulse-rate 104, temperature 102.8°F. Thirty-two hours after curettage patient 
complained of cramp-like pains in both thighs; aspirin mixture was given. 
One hour later the pains were more severe and the woman looked pale and 
very ill, with hot, dryish tongue, and rather poor volume pulse of 140. The 
pain made her extremely restless; morphia and aspirin mixture was given. 
Local signs were confined to a suggestion of fullness in the upper part of the 
right thigh, which was exquisitely tender on deep pressure equally on the 
anterior, medial and posterior aspects. There was neither thrombus nor 
palpable crepitus, neither colour nor circulatory change visible. 

Three hours after the first onset of pain the patient collapsed. Her pulse 
was now running and almost imperceptible, temperature 96°F; her appearance 
was one of profound shock, with icy, clammy forehead and extremities, 
marked dyspnoea and cyanosis. General examination did not reveal any 
causative cardiac, pulmonary, abdominal or cerebral lesion; there were a few 
basal pulmonary crepitations only. The thigh signs were unchanged. Brandy, 
morphia, atrophine and strychnine were given without effect. Death occurred 
just under four hours from the onset of pain. 

At autopsy, 15 hours later, the whole body was swollen and crepitant 
with gas. The right thigh and to a less extent the left thigh and both upper 
extremities were markedly swollen, and discoloured, deeply, blue-black: 
while blebs containing fluid and gas were on the skin. The abdomen was 
greatly distended. 
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The liver was friable and honeycombed with gas; the spleen swollen and 
crepitant with gas; the kidneys friable, with gas bubbles in the cortex; and 
the uterus was slightly enlarged, foul and inflamed in the cavity, and infil- 
trated with pus at the fundus. 


CaAsE No. 16. 


O. W., aged 38, 7-para, was admitted on 9th May, 1934, four days after a 
14 weeks’ abortion. She had had shivers and vomiting for the past 12 
hours, and pains in the hips for two hours. On admission she looked ill and 
still complained of much pain in the hips; pulse-rate 108, temperature 102°F, 
tongue furred. A causative lesion for the pain was not discovered. Uterus 
size of a 10 week’s pregnancy, with open os and bloody discharge. Morphia 
grain 14 was injected hypodermically. 

Six and a half hours after admission (4.30 a.m.) the doctor was called 
urgently to patient. The pain in her buttock had grown excruciating, and 
she had collapsed. Her appearance was one of grave shock, with great rest- 
lessness and anxious expression; she complained of agonizing pain in the left 
buttock. Her pulse was running and almost imperceptible, colour pale and 
cyanosed, extremities and forehead cold and clammy. The left buttock was 
swollen and non-fluctuant, not greatly tender, and blue and tense in the deep 
tissues; deep crepitus was elicited near the sacrum. 

Morphia grain 14 was immediately injected, blood-culture taken, 40,000 
units of cl. Welchii serum injected intramuscularly and 60,000 units given with 
20 ounces of 10 per cent glucose-saline and two cubic centimetres of coramine 
intravenously. Needling of the left buttock did not release any gas; but a 
smear revealed thousands of Gram-positive bacilli resembling cl. Welchii. 

After a temporary improvement the pulse again became imper- 
ceptible, the patient dyspnoeic, and death occurred 10 hours after onset of 
the pain and eight hours after admission to hospital. Cl. Welchii were re- 
covered a few hours later from the ante-mortem blood-culture. 

At autopsy, 28 hours after death, the body was greatly swollen with gas, 
and blebs were on the skin. The cardiac muscle was friable and crepitant 
with gas, the liver friable and honeycombed with gas, and the spleen 
swollen, soft and crepitant with gas. The kidneys were large, swollen and 
friable, their surfaces granular, their capsules adherent. Thé uterus was 
enlarged, cavity 51% inches long, with placental site at fundus. 


D.—Miscellaneous and Presumptive Cases. 


This group includes one presumptive and three definite cases. 
The presumptive case (No. 17) was admitted with clinical 
features indicating streptococcal post-abortal infection, and 
when seen in the terminal stages three days later was moribund, 
comatose and dyspnoeic, with running pulse, cold extremities 
and universal blotchy cyanosis. Bacteriological investigations 
were not performed, but at autopsy 17 hours later, in addition 
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to bilateral patches of basal bronchopneumonia and small peri- 
cardial haemorrhages pointing to a streptococcal origin, the liver 
was friable and completely honeycombed with gas, and the 
placenta was soft, greyish and necrotic. A proven case with 
closely similar clinical features was reported by Teissier, 
Rivalier and Thurel.* 

In the definite cases (Nos. 18, 19, 20) the diagnosis was entirely 
bacteriological in two, and largely clinical in the third, in which 
a collapsed appearance and increasing pulse-rate out of propor- 
tion to abortal loss of blood, suggested the possibility which intra- 
uterine culture confirmed. Jaundice was not present in any case 
in this group. 

CasE No. 19. 

This is an example of endometritis and mechanical bacteriaemia in which 
clinical signs of cl. Welchii infection were absent. 

S.S., aged 29 years, 2-para, whose last menstrual period had been on 7th 
August, 1934, was admitted on 30th September, two days after having 
inserted a crochet needle into the uterus. This had been followed by pains 
in the abdomen and legs, vaginal bleeding, and latterly vomiting and shivers. 

She looked ill, with dry furred tongue, pulse-rate 114, temperature 104°F., 
and systolic bruit at all cardiac areas. There was lower abdominal tenderness, 
the uterus was tender and the size of an eight weeks’ pregnancy; the os was 
open, the right fornix tender. Blood-cultures were taken. 

Twelve hours later the patient’s condition was excellent, pulse-rate go, 
blood-pressure 100/60, temperature 99.2°F., urine clear. But a marked 
growth of cl. Welchij and aerobic streptococci had occurred in the blood- 
culture media. In the absence of local or general clinical signs to suggest 
cl. Welchii infection, antitoxin therapy was deliberately withheld. Lochial 
culture was taken and later grew cl. Welchit. 

After the first 24 hours in hospital the temperature only once exceeded 
98.6°F., and the pulse-rate never rose above 88. The uterus was curetted 
six days after admission, and she was discharged four days later. 


II. INFECTION WITH VIBRION SEPTIQUE. 


So far as I can discover from the literature, these two cases 
are the first examples of post-abortal infection reported in which 
the organism recovered from the blood during life has been 
positively identified as the vibrion septique.. 

In one suggested example recorded by Fraenkel’ in 1923 the 
description is not adequate for positive identification, and from 
the more recent classification by Zeissler it is probable that the 
organism was cl. oedematiens. 

No classical syndrome emerges from the dissimilar features 
presented by the two cases. : 
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The first patient was admitted in a desperate condition with 
septicaemia and general peritonitis following intra-uterine mani- 
pulations three days before. At immediate operation gas was 
found to be widespread through the injected abdominal muscles 
and escaped with dark blood from the peritoneal cavity, while 
the uterus was perforated and necrotic. Death occurred in 14 
hours. 

In the second patient, who aborted of a macerated foetus, and 
was moderately ill, there were not any distinctive features of 
diagnostic value, and the recognition was entirely bacteriological. 


CasE No. 21. 

E. Y., aged 28 years, 4-para, whose last menstrual period had been on 
8th August, 1933, was admitted on 29th January, 1934. She had been 
bleeding for some weeks, and three days before, following dilatation of the 
cervix, her doctor had extracted a partially macerated foetal limb; he had 
then plugged the cervix and vagina with swabs, and had given injections of 
pituitrin. The plugging was removed in 24 hours. On the day prior to 
admission there had been severe vaginal haemorrhage, and a blood trans- 
fusion had been given. 

On admission the patient was pale, desperately ill, and losing fairly freely 
per vaginam. Her tongue was dry and furred, lips covered with sordes, pulse- 
rate 140, temperature 100°F. Her expression was anxious, her respirations 
rapid. There was not any jaundice. The abdomen was distended, with 
generalized exquisite tenderness and rigidity. Vaginally there was free, foul, 
bloody discharge, the cervix was patulous, but tenderness embarrassed 
examination. Blood-culture was taken, and morphia grain 1/6 injected hypo- 
dermically, 25,000 units of mixed cl. Welchii and vibrion septique antitoxin 
(Parke-Davis) and 60 cubic centimetres of puerperal streptococcal antiserum 
in 24 ounces of 10 per cent glucose-saline were injected intravenously, and 
another 15,000 units of mixed cl. Welchii and vibrion septique antitoxin were 
given intramuscularly. 

At immediate laparotomy the abdominal muscles were red, injected and 
crepitant with gas, and quantities of foul, dark, fluid blood ‘and gas escaped 
under pressure from the peritoneal cavity. Drainage tubes were passed into 
lower part of the abdomen and both flanks. Owing to considerable vaginal 
haemorrhage not controllable from above, it was necessary to pack the uterus 
and vaginal vault with gauze; examination then revealed a large tear in the 
wall of the posterior cervix and apparently gross fundal perforation; the site 
of the bleeding was not clearly definable. 

At operation the patient was given 40,000 units of mixed cl. Welchii anti- 
toxin intramuscularly; and one hour later a blood transfusion, 15 ounces, 
and a further 60,000 units of mixed cl. Welchii antitoxin intravenously with 
five ounces of glucose-saline, 

Three hours after the operation patient’s condition had improved, but 
two hours later she began to vomit, and from then progress was steadily 
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downwards. 40 ounces of saline with two cubic centimetres of coramine were 
given submammary, and three hours later 20 ounces of 10 per cent glucose- 
saline intravenously. Death occurred 13 hours after operation. 

During life vibrion septique was obtained in pure culture from both blood 
and peritoneal fluid. 

At autopsy, nine hours after death, the cadaver was very pale, and the 
skeletal muscles generally were swollen and crepitant with gas. 

The liver was pale and enlarged, the spleen soft and crepitant with gas, 
the kidneys pale and friable. The upper part of the abdomen was almost 
completely walled off from the lower by adhesions. The lower abdominal 
cavity was full of dark, foul blood, blood-stained fluid and degenerated tissue 
débris. The uteius was dark, reddish-grey and completely necrotic, with 
entire absence of a fundus; the side walls were disintegrating, and there was 
a large tear from the posterior part of the cervix into the pouch of Douglas. 

In both cases of vibrion septique infection Parke-Davis serum containing 
vibrion septique antitoxin was used; in each this was initially fortuitous, as 
at that time it was felt wiser to use a polyvalent serum until identification 
was complete. Very shortly afterwards the serum in almost universal use 
was that from the Commonwealth serum laboratories, which does not con- 
tain any antitoxin against vibrion septique; Burroughs and Wellcome serum, 
which has been employed occasionally, is also a purely cl. Welchii antiserum. 


PUERPERAL SERIES. 
Infection with Cl. Welchii. 

There were eight puerperal cases, six of them fatal, a mor- 
tality of 75 per cent. The average age was 30 years; the youngest 
being aged 20 and the oldest aged 4o. 

Three women were primigravida, the average parity of the 
remainder being just below three. Five were at term, and three 
within two to three weeks of term. Two mothers died unde- 
livered, two had stillborn babies, and four were delivered of 
well-developed living children. 

Ante-mortem blood-cultures grew cl. Welchit in three, and cl. 
Welchi and anaerobic streptococcus in one, the organisms in 
this latter case being also cultured from the peritoneal cavity. 
Two patients with pure cl. Welchu infection recovered. 

Of the remainder, cl. Welchit was cultured from the uterus 
and heart blood after death in two (Nos. 27, 30), and was simply 
morphologically identified by smears therefrom in two (Nos. 
25, 28). 

Introduction of Infection. 

The widespread incidence of cl. Welchii is well known., At the 
Women’s Hospital pathogenic strains have been cultured from 
the recta of patients; from the floor-dust of the mortuary, 
pathological laboratory and labour ward; and from the hands of 
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medical attendants after washing and drying, less often after 
thorough scrubbing, and in one instance after thorough 
scrubbing and putting on wet sterilized gloves. 

These circumstances, added to the common faecal contamina- 
tion of the perineum which occurs after enemata and is often 
unavoidable during labour, provide ample opportunity for the 
near presence of cl. Welchu at times of ante-partum, intra- 
partum and post-partum interference. 

In the present series favourable predisposing and initiating 
factors for the invasion of the uterine cavity by cl. Welchu were 
outstandingly evident. In only one case, that of elective 
Caesarean section upon a woman who had had a single vaginal 
examination two days before, were the cause and source of the 
fatal infection difficult to understand. In only two cases was 
there no definite evidence of intra-uterine interference. 

The following table gives the apparent aetiological factors in 
chronological order : 


| CONTRIBUTORY AND PREDISPOSING | FORM OF ACTIVE 
CasE No,| FACTORS | INTERFERENCE 





23 ‘| ? Vaginal douche two days before | Head-on-perineum forceps. 

labour. | Manualremoval ofplacenta. | 
| Dry labour lasting four days. | 
| Macerated foetus. 


~ oe | 
24 lrial labour. Membranes ruptured | Classical Caesarean section. | 
| 
| 
| 


264 hours at operation. 


| Placenta praevia; ante-partum | Vaginal plugging. 
| > 


| haemorrhage. Baby, ? dead 12 | 
| hours before maternal death. 


- en ——— a ee | - | 
| Albuminuric toxaemia ; stillbirth. | Induction of ,labour with | 
rectal tube. 





Eclampsia ; post partum haemor- | Classical Caesarean section. | 
rhage. | Post-operative intra-uterine | 
| plugging. 


| 
—| — 
| 


| Albuminuric toxaemia. | Induction of labour with | 
Baby ? dead three hours before | rectal tube. 
maternal death. | 


| Pyelitis of pregnancy ; dissemin- | Mid-forceps. 
| ‘ Se 
| ated sclerosis. Episiotomy. 








| Nil; except vaginal examination | Classical Caesarean section, | 
two days before. | 
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Wrigley’ has contended that for severe maternal infection to 
occur the following conditions must be fulfilled in the great 
majority of cases : 

‘“‘(i) The organisms must be introduced into the uterus, 
by intra-uterine manipulations. 

(ii) The child must be dead at the time of introduction 
of infection, that is, at the time of the intra-uterine manipula- 
tions. 

(ii) The child must remain dead in utero for some 
hours following the initial intra-uterine manipulations. 

(iv) The original manipulations must have damaged the 
uterus or birth canal.’’ 


The necessity of conditions (ii) and (iii) is definitely refuted 
by three of our fatal cases (Nos. 24, 27, 30), in each of whom 
the mother was delivered of a well-developed living child. 
Toombs reported a similar case in 1932. 


Clinical Features. 

These, as in the post-abortal series, were protean. But the 
diagnosis in general was more difficult than in the post-abortal 
type, the symptomatology tending to be less arresting until 
almost the very end, while such contributing factors as toxaemia 
of pregnancy, post-operative depression and anaemia after 
haemorrhage helped to cloud rather than clear the issue. 

The following variations in clinical type were encountered : 

1. In only one patient of the series (No. 26) was jaundice 
present, and here its fairly rapid deepening, in association with 
an increasing pulse-rate, and following upon ample aetiological 
factors, allowed of early diagnosis and successful therapy. 

2. In two cases after Caesarean section (Nos. 24, 27), in one 
performed over 26 hours after rupture of the membranes, and in 
the other succeeded by intra-uterine plugging for postpartum 
haemorrhage, the ante-mortem diagnosis was only presumptive, 
resting upon a combination of adequate aetiology with the un- 
explained syndrome of increasing post-operative tachycardia and 
pallor, the patient having a continued feeling of well-being des- 
pite growing clinical gravity, and a final onset of peripheral 
ciculatory failure. 

The third patient to follow Caesarean section (No. 30), de- 
veloped a similar type of syndrome, but the absence of apparent 
causative factors allayed suspicion until too late. 

In all three the serum therapy instituted was quite inadequate. 

3. Two cases of the series (Nos. 25, 28) were fulminating, 
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and in their sudden onset of pain, followed by collapse and rapid 
course to death resembled the disastrous metastatic cases of the 
post-abortal series. 

The pain, which was apparently of uterine origin, began in 
one instance 11 hours after the removal of vaginal plugging for 
placenta praevia, and death ensued in five hours; in the other 
it commenced nine hours after the extraction of rectal tubes 
which had been in utero for two days, and death occurred in 
three hours. 

In the former case, the diagnosis of physometra was made 
only at autopsy; in the latter the condition was strongly sus- 
pected at the time of death, but actual confirmation had to await 
post-mortem examination. 

4. In the remaining two cases of the series (Nos. 23, 209) 
recognition was initially or entirely bacteriological. One of these 
patients recovered. 


CasE HISTORIES. 
Case No. 24. 

H. D., aged 25 years, primigravida, came into labour on 9th October, 
1933, six days after her expected date. The presentation was a vertex in the 
left posterior position, and the head was not fixed at the onset of labour. 

After 24 hours labour, with the maximal diameter of the head still above 
the pelvic brim, the membranes ruptured and the cervix was found to be 
fully dilated. 

October 11th, 1933.—25 hours later there had not been any advance; 
the maternal pulse-rate was 124, temperature 100°F.; foetal heart-rate 160 
to 170. Pelvic examination showed condition unchanged since the previous 
day. Twenty-six and a half hours after rupture of the membranes clas- 
sical Caesarean section was performed. There was a definitely offensive 
odour on opening the uterus. The child was a living female, eight pounds 
five ounces in weight. 

October 12th, 1933.—Pulse-rate 150, temperature 103°F+ Patient feels 
well. Some soft abdominal distension. Blood-culture taken, and 10,000 
units of cl. Welchii antitoxin given intramuscularly. 

October 13th, 1933.—Condition much the same. Pulse-rate 146 to 152, 
temperature 100° to 103.4°F. Feels well, taking fluids freely. Soft abdominal 
distension, not tender. 10,000 units of cl. Welchii antitoxin given intra- 
muscularly. 

October 14th, 1933.—Still feels well but looks sick. Tongue furred. Pulse- 
rate has never fallen below 140, temperature now 99°F. Occasional vomiting; 
bowels open with enema. Blood-culture so far negative. 

October 15th, 1933.—Very much worse, but is mentally clear and is 
definite about feeling well. Pulse running and soon imperceptible, colour 
greyish. Death at 11 a.m. 
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Blood-culture was returned positive for cl. Welchii 12 hours after patient’s 
death. 

At autopsy the body was pale and very distended, with frothy black fluid 
exuding from mouth and nostrils. The heart was toxic and friable, the 
lungs showed terminal! congestion. The liver, spleen and kidneys were all 
soft, friable and contained gas. There was some semi-purulent fluid along 
the uterine scar, but no general peritonitis. Smears from spleen and liver 
showed thousands of Gram-positive bacilli resembling cl. Welchii. 


CasE No. 27. 

I. M., aged 27 years, 2-para, was admitted two weeks before term, 27th 
December, 1933, with ante-partum eclampsia. She had had renal trouble 
with her first confinement. 

One eclamptic fit had preceded admission, and one accompanied examina- 
tion. Her pulse-rate was 92, blood-pressure 190/134, urine formed a solid 
deposit of albumin on boiling, and there was oedema of ankles, vulva and eye- 
lids. Fluids and sedatives were immediately applied and the bowels washed 
out. Eighteen hours after admission, as the patient’s condition had become 
less satisfactory and further fits had occurred, classical Caesarean section was 
performed. The child was a living male, weight six pounds four ounces. 
There was some tendency to post-partum haemorrhage, but the uterus was 
contracted and bloodless at conclusion of operation. 

December 28th, 1933.—Four and a half hours after operation severe post- 
partum haemorrhage occurred, necessitating plugging of uterus with gauze 
soaked in glycerine; this was done with full antiseptic and aseptic precautions. 
Seven hours after plugging, the patient’s condition was satisfactory, pulse-rate 
108. She felt well but was inclined to be restless; morphia grain 1/6 was given. 
Ten hours after plugging her condition had become bad. Her face was pale, 
breathing laboured, pulse-rate 150 and poor volume; and in another five hours 
blood transfusion, 20 ounces, was given. Nineteen hours after plugging, the 
pulse-rate was 150 to 160, and quantities of brown fluid were vomited; 
gastric lavage with Rehfus’s tube relieved the latter. One hour later the 
patient stated that she felt very well, but her pulse was running and she 
looked desperately ill. Blood-culture was now taken; 25,000 units of 
cl. Welchii antitoxin were injected with 15 ounces of 10 per cent glucose- 
saline intravenously, and 15,000 units of cl. Welchii antitoxin given intra- 
muscularly. 

December 29th, 1933.—12.30 a.m. (22% hours after plugging), 40 
ounces of saline given subpectorally.—9.30 a.m. Semi-comatose. Urinary 
excretion for last 24 hours, seven ounces.—I12.10 p.m. 40 ounces of Io 
per cent glucose-saline with 15 units of insulin, and. theocin grains 10, given 
intravenously. Magnesium sulphate four drachms by Rehfus’s tube. Blood- 
pressure 70/?; blood-urea 105 milligrams per 100 cubic centimetres.—2.15 
p-m. Urinary excretion of last eight hours has been 10 ounces. Blood- 
culture still negative. The patient died. 

At autopsy, 20 hours after death, the body was greatly swollen with gas, 
and blebs marked the skin. The heart was relaxed and contained frothy 
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blood. The lungs showed basal congestion. The liver was crepitant with 
gas, the spleen friable and crepitant. The renal cortices were pale, the 
medulla streaky, the capsules tending to adhere. The uterus was clean 
and there was no suppuration in the wound. Cultures from uterus and 
heart’s blood grew cl. Welchii. 


CasE No. 25. 

R. F., aged 35, 3-para, was admitted on 21st October, 1933, two weeks 
before term, believed to be in beginning labour. The presentation was a 
vertex in the left anterior position, the head unfixed, and the cervix dilated 
to admit one finger. Some hours later pains ceased. 

Twenty-five and twenty-six hours after admission the patient passed small 
clots of blood, and on the second occasion vaginal examination revealed a 
right posterior marginal placenta praevia; the cervix was little further dilated, 
the membranes intact. Twenty-seven hours after admission fairly free 
haemorrhage necessitated plugging of the vagina with swabs wrung tightly 
out of mercuric biniodide solution 1 in 4000. Ten hours later the patient was 
having pains, and the plugging was removed. The cervix was dilated to the 
size of three fingers, and on rupture of the membranes the head came fairly 
well down. Further haemorrhage did not occur. Four hours later marked the 
last occasion on which the foetal heart was heard. Nine and a half hours 
after removal of plugging, pains had ceased and slight vaginal haemorrhage 
had commenced. Half-hourly hypodermic injections of pituitrin, minims 
four, were begun. Pains recommenced after the fourth injection, and soon 
became increasingly frequent and strong. Within two hours they were so 
severe and frequent that uterine contractions were almost tonic, and the pulse- 
rate was 104. Thirteen and a half hours after removal of plugging the patient 
presented signs of grave shock. She was in great pain with anxious ex- 
pression and marked restlessness; her pulse-rate was 120 and soft, her colour 
grey. The uterus was tender and very tense; vaginal examination revealed 
full dilatation and taking-up of the cervix, with a large foetal caput despite 
absence of disproportion and good engagement of the head in the pelvic brim. 

There was no definite evidence of, or cause for, uterine rupture, and the 
patient looked more grey and toxic than a case of concealed accidental hae- 
morrhage. Effortless and frequent vomiting presently set in. 

Morphia grain 1% hypodermically did not relieve the pain, and a further 
grain % was given 30 minutes later. Submammary and rectal salines, the 
latter containing brandy, were administered. 

Fourteen and a half hours after removal of the plugging, the woman was 
in extrvemis, with Hippocratic facies, thready pulse of 160, and peripheral 
circulatory failure. The abdomen was tense, and at this stage fine gas crepitus 
was elicited in the region of the transverse colon, but in the presence of 
colonic distension its significance was at the moment lost. A further injection 
of morphia grain % was given, with little effect. The woman died 26 hours 
after insertion of the vaginal plugging. 

At autopsy, 9% hours later, the body was greatly distended, the ‘sub- 
cutaneous tissues filled with gas; dark frothy fluid exuded from mouth and 
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nose. The cardiac muscle was toxic and friable, the cavities full of frothy 
blood, the coronary arteries and valves normal. The lungs showed some 
terminal basal congestion. The livet was honeycombed with gas; the spleen 
soft and crepitant with gas; the kidneys rather friable, with readily peeling 
capsules and fine gas bubbles in the cortex; the stomach and intestines 
normal. The uterus was distended, tense, and contained a full-time foetus; 
gas was present in bubbles beneath the peritoneal coat, in the uterine muscle, 
and in quantity in the cavity of the uterus. The placenta lay in the right 
of the lower uterine segment. 

The foetus was undergoing maceration, gaseous blebs being scattered over 
the surface of the body. There was a large caput succedaneum, containing 
gas only. The child’s viscera was distended with gas. Smears from the foetal 
blebs, and from maternal heart-blood and spleen revealed numberless Gram- 
positive bacilli resembling cl. Welchii. 


CasE No. 28. 

A. S., aged 40, 7-para, was admitted on 1oth September, 1934, almost at 
term, with albuminuric toxaemia. She had marked oedema of ankles, short- 
ness of breath, systolic blood-pressure 152, and oliguria with albumin 12 
grams to the litre. She was given fluids and the bowels were well 
evacuated. 

September 18th, 1934.—Since the toxaemia persisted, induction of labour 
was indicated. The cervix was dilated and one rectal tube was inserted be- 
tween the membranes and the uterine wall. Medicinal stimulation followed. 

September 2oth, 1934.—Pains absent. Rectal tube removed from uterus. 
Nine hours later labour had apparently commenced. Her pulse-rate was 
92, temperature 100.2°F. The presentation was a vertex without dispro- 
portion, and the foetal heart was not heard. A. pelvic examination was not 
made. Ten hours after the removal of the rectal tube, the pains were strong, 
maternal pulse-rate 90. One hour later the patient was complaining consider- 
ably of the severity of the pains. Eleven and a half hours after removal of 
the rectal tube the woman was extremely restless, anxious, and throwing 
herself about the bed with pain. Her pulse-rate was 96, her tongue furred 
and rather dry, and she had a fear and premonition of impending death. The 
uterus was contracting only occasionally, the foetal head was entering the 
pelvic brim and there was not any disproportion. A cause was not evident 
for the patient’s distress, and an oral sedative was given, with little effect. 
Very shortly afterwards her colour became grey suddenly, her pulse was found 
to be soft and running, and breathlessness grew marked. Very quickly 
peripheral circulatory failure became complete, the pulse imperceptible, 
unconsciousness supervened, and in a few minutes death had occurred. It 
had been three hours since the onset of pains. Examination immediately post- 
mortem did not reveal any evidence of gas in the tissues, and the urine 
removed from the bladder was free of blood-pigment. 

At autopsy, 12 hours later, the macroscopic findings were those of classical] 
generalized gas infection, with physometra and foetal involvement, as in the 
case last described (No. 25). 
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TABLeE III. 


CasE SyMPTOMATOLOGY (Cl. Welchii cases) 


I. Group features. 





















































| Number | Group features 
of | Predominant = —_—— Mort- 
Group| Cases | local lesions | Positive Negative ality 
— ree eee ee } ——————| es See 
Post-abortal| A | 9 Endometritis. | Jaundice. | No pain. 
series Physometra | Methaemoglobin S°™™ 89%, 
| (Peritonitis) | ‘ a urine | 
| | | 
—— eo | —- anne ieaaee. 
B 5 Endometritis. | Jaundice. | No pain. 
| | ; 0/ 
No methaemoglobin peony Mall 
| urine 
. ee ———— — | —$ —— ——— — ——- | ee en 
= ents ° ‘ ? 
c 2 Endometritis. | Pain (Skeletal muscle). | No jaundice. 
Skeletal mus- | 100% 
cle involve- . serum 
ment. Early collapse. [No methaemoglobin urine 
——_|—_—__—_—_| | a 
D | 4 __ | Endometritis. Tachycardia. No fain. 
| No jaundice. 25% 
| | Or bacteriological ; ;. serum 
—— = diagnosis. re ae 
——! —— —— ie = = ) —— ——$—<—<—!}2 — 
Puerperal I I | Endometritis. | Jaundice. No pain. - 
series No methaemoglobin S1U™ 
| urine 
2 3 | Endometritis.; General symptoms No pain. 
| only. No jaundice. | 100% 
No methaemoglobin = 
urine | 
3 2 | Endometritis.| Pain (uterine muscle.) | No jaundice. | 
| | Physometra. | AT - serum) 100° 
| | | Early collapse. |No methaemoglobin urine | 
| 4 | 2 | Endometritis. Pacteriological No jaundice. | 
| | (Peritonitis.) | diagnosis. - serum! 50% 
| | ( | 5 ; h rum} 59/0 
| | | Abdominal pain. No methaemogiobin urine | 
| 1 — 





II. General symptomatology. 








i. Rapid, low-tension pulse. 
Pallor. 
General feeling of well-being. 
Subnormal temperature. 


Cold, clammy extremities. 
Peripheral cyanosis. 


| 

| 
2. | 

| . 

| Clear consciousness. 
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(Common to well-established and fatal cases.) 


Terminal restlessness and dyspnoea. 
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SYNOPSIS OF GENERAL FEATURES. 


The following features of the post-abortal and puerperal series 
as a whole have not been previously indicated. 


Pulse-rate on Admission. 

In abortal cases this ranged from 80 to 160, the average being 
118 in fatal cases and 119 in those which recovered. In puerperal 
cases it lay between 84 and 144, with an average of IOI; in six 
of the eight patients it was below Ioo. 


Temperature. 

The average on admission was 100.8°F. in abortal and 
g9.4°F. in puerperal cases; the average maximum in hospital 
was 102.5°F. in abortal and 102.6°F. in puerperal cases. It is of 
interest that the average maximum in abortal patients was 
101.5 F. in those patients who died, and 103.8°F. in those who 
recovered; and in puerperal patients 102.2°F. in those who died, 
and 103.9°F. in those who recovered. 


Rigors. 

These preceded admission in 14 of 22 abortal cases (63 per 
cent), and in one puerperal (pyelitic) case. In women from 
whom cl. Welchiu or vibrion septique was recovered from the 
blood during life, rigors preceded admission in six of 14 examples 
of pure infection (43 per cent) and in six of seven examples of 
mixed infection (86 per cent). 

Rigors followed admission in seven abortal cases and one 
puerperal case, five being mixed infections; three of the latter 
died. 


Vomiting. 

This preceded admission in 14 of 22 abortal cases (63 per 
cent) but not in any puerperal case. Vomiting and rigors together 
preceded admission in II cases (50 per cent) which included all 
six abortal examples of mixed blood infection. Vomiting occurred 
after admission in five abortal and four puerperal cases, of which 
one of each was an example of mixed infection; eight of the 
nine were fatal. 


Diarrhoea. 

This was present before admission in two mixed abortal 
cases, one of whom died; and after admission in two fatal 
abortal cases. 
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Influence of Mixed Infection. 

Although in one case (No. 14) it was certain that streptococci 
were the cause of death after the cl. Welchi invasion had ap- 
parently been successfully overcome, the mortality of our series 
as a whole does not show any evidence of an increased gravity 
due to mixed infection. 

In 24 cases from which cl. Welchiu or vibrion septique was 
recovered from the uterine cavity or blood-stream during life, the 
mortality of the 14 pure infections was 57 per cent and of the 
10 mixed infections 50 per cent. 

Considering only those patients from whom the organisms 
were cultured from the blood, there were again 14 pure cases 
with a mortality of 57 per cent, and seven mixed cases with a 
mortality of 57 per cent. 


Duration. of Life in Fatal Cases. 

In the 13 fatal abortion cases death occurred on an average 
just over eight days after the last interference or suspected date 
of infection, and four days and eight hours after admission to 
hospital. 

In five of the six puerperal cases death occurred on an average 
two days eight hours after interference; in one instance the time 
was only 26 hours. The remaining patient, who had a mixed 
infection, lived for 68 days. 


Placental Tissue of Typical Variety. (Vide group A.) 
This was present in eight of 22 abortal cases (36 per cent). 


Ante-mortem Gas. 

This was detected in one puerperal and four abortal cases 
(16.6 per cent). 

In the former, gas crepitus was elicited in the upper abdomen 
just before death, but its significance was not realized at the time. 
In the latter gas was present in the uterus at operation and 
later in the vagina in one (No. g); in the abdominal muscles and 
peritoneal cavity at operation in one (No. 21); in the gluteal 
muscles in one (No. 16); and was expelled from the uterine 
cavity during glycerine injection in one (No. 5). 

Ante-mortem gas in extra-pelvic tissues has been noted by 
Adams", Collins'*, Gemmill (quoted by Toombs’), Lehmann, 
Matthews"* and Theobald”. 


Uterine Perforation. 
This was present in two cases (Nos. 8, 21). 
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Case Admission. 
The tollowing was the chronological order of the admission 
of the cases: 
1933 (8 cases): I5, 23, I, 24, 25, 10, 26, 27. 
1934 (20 cases): 17, 21, II, 22, 2, 3, 4, 16, 12, 13, 14, 18, 
28, 29, 19, 5, 30, 6, 7, 8. 
1935 (2 cases): 20, 9. 


CLINICAL DISCUSSION. 

It must be admitted that in the present state of our knowledge 
and experience the early detection of post-abortal and puerperal 
infection due to cl. Welchi and vibrion septique is usually 
difficult and often impossible. The preceding cases demonstrate 
to an extent little indicated in the literature and certainly not 
appreciated generally, the wide variation possible in clinical 
manifestations. Several factors contribute to this. 

Firstly, there is the well-known variability in toxin-producing 
capacity of different strains of cl. Welchii (Gordon’’, Lash”, 
Medical Research Committee’’). 

Secondly, pathogenic strains produce varying effects on the 
human organism according to the stage of pregnancy, the degree 
and site of bacterial invasion, the blood supply of the infected 
tissues and—doubtless in close association with these conditions 

dependent on whether the bacterial haemotoxin or bacterial 
myotoxin chiefly dictates the clinical picture. 

Although post-abortal and puerperal infections tend in 
general to differ in type, clinical effects cannot be accurately 
anticipated. 

At one end of the scale is classical post-abortal gas 
gangrene, with its rapid development of anaemia, bronze icterus, 
methaemoglobinaemia and methaemoglobinuria, and due pre- 
dominantly to the effects of the bacterial haemotoxin; this 
syndrome was present in 45 per cent of our post-abortal cases. 

At the opposite end of the scale are puerperal physometra with 
its uterine pain and cataclysmic collapse, and metastatic muscle 
gas gangrene, both of which are surely dictated by the bacterial 
myotoxin. 

In intermediate position, but tending toward the latter group, 
lie the majority of puerperal cases in which the effects of the 
bacterial haemotoxin are considerably in abeyance. In seven 
of our eight puerperal subjects, and in the greater number of 
fatal puerperal cases in the literature, jaundice, haemoglobin- 
aemia and haemoglobinuria have been absent throughout. 
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What is the explanation of this? I would suggest the follow- 
ing possibility: During early pregnancy the uterine blood vessels 
have a relatively small calibre, and venous thrombosis as a result 
of endothelial damage by the c/. welchii toxin is particularly 
likely. The extent and rapidity with which this may occur were 
demonstrated in the uterus and adnexa removed at operation 
from case No. g. In the uterus engorged with blood-clot the 
organisms find a rich and undisturbed pabulum in which growth 
and haemolysis proceed apace. 

In the later weeks of pregnancy, on the other hand, the 
uterine muscle is greatly hypertrophied and the calibre of its 
vessels is enormously increased. A more massive muscle infec- 
tion and a greater rate of toxic and organismal absorption are 
now possible. But in keeping with the increased blood supply 
and the diminished frictional resistance in the large venous 
channels, thrombosis, and with it haemolysis, are much less 
liable to occur. It is possible that in some cases of overwhelming 
infection thrombosis may be forestalled by death. 

In skeletal muscle infection, as Toombs suggested, the rela- 
tively poorer vascular and lymphatic supply apparently accounts 
for the comparative rarity of general haemolytic phenomena. 

Finally, to the cl. Welchti toxin as a whole may be attributed 
that state of collapse and peripheral circulatory failure which is 
the terminal feature of fatal cases and the result, as Topley and 
Wilson" have pointed out, of the deleterious action of the toxin 
on the suprarenal glands. 


Diagnosis. 

This involves not only identification of the bacterial cause, 
but an estimation of the underlying anatomo-pathological lesion. 
From the standpoint of successful therapy the latter is of funda- 
mental importance. , 

With regard to the former I reiterate these outstanding points 
of clinical value. 

1. In any pregnant, post-abortal or puerperal woman who 
is the presumptive or conceivable subject of uterine infection, 
the development of any one or more of the following signs or 
groups of signs should arouse immediate suspicion of infection 
due to cl. Welchi or an organism of its class : 

(a) Jaundice. The rapid development of jaundice, though 
characteristic, is not invariable. 

Jaundice occasionally arises in streptococcal and less often in 
other organismal infections, but is then usually late, slow in 
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development and does not attain the depth seen with cl. Welchiu 
invasion. 

In lead-poisoning with jaundice the pulse-rate is slow, baso- 
philic stippling is almost invariable, and there is not any rapid 
clinical progression. 

When deepening jaundice is accompanied by free blood 
pigment in serum and urine cl. Welchu infection is certain and 
the prognosis already desperate. Haemolysis is not seen in the 
absence of jaundice. 

Jaundice was present in 63.6 per cent of our abortal and 12.5 
per cent of our puerperal cases. 

(6) Increasing pulse-rate out of proportion to an evident 
pathological lesion, and usually attended by a feeling of well- 
being. The patient is characteristically pale and her blood- 
pressure is low. 

(c) Increasing and excruciating pain of uterine, skeletal 
muscle or indeterminate origin, accompanied by shock and not 
adequately explained by the known lesions present. 

Pain was a feature in only eight cases of our series (26.6 per 
cent); in two cases of puerperal physometra and two of 
metastatic gas gangrene, which fall into the group just described ; 
and in four cases of general peritonitis. 

(d) Sudden collapse for which general examination does not 
reveal any obvious cardiac, pulmonary, cerebral or intra- 
abdominal cause. 

2. Only occasionally can one expect to detect gas in the 
tissues during life. Heim has suggested the possibility of the 
X-ray detection of physometra. 

3. Factors liable to mask diagnosis are mixed infection, 
chiefly to be seen in post-abortal cases; and in puerperal women 
such predisposing and contributory conditions as toxaemia of 
pregnancy, post-haemorrhagic anaemia, exhaustion from 
dystocia and post-operative shock. 

4. Blood cultures, both aerobic and anaerobic, should be 
taken as early as possible in all cases of abortal and puerperal 
sepsis. 

CLASSIFICATION. 

In attempting to estimate from clinical features the nature and 
extent of the causative lesion the following classification, taken 
largely from Niirnberger’® and Heim, is of value. 

Four grades of post-abortal and puerperal gas gangrene may 
be recognized, any one or combination of which may be present 
in the same subject. 
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development and does not attain the depth seen with cl. Welchiu 
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In lead-poisoning with jaundice the pulse-rate is slow, baso- 
philic stippling is almost invariable, and there is not any rapid 
clinical progression. 

When deepening jaundice is accompanied by free blood 
pigment in serum and urine cl. Welchii infection is certain and 
the prognosis already desperate. Haemolysis is not seen in the 
absence of jaundice. 

Jaundice was present in 63.6 per cent of our abortal and 12.5 
per cent of our puerperal cases. 

(b) Increasing pulse-rate out of proportion to an evident 
pathological lesion, and usually attended by a feeling of well- 
being. The patient is characteristically pale and her blood- 
pressure is low. 

(c) Increasing and excruciating pain of uterine, skeletal 
muscle or indeterminate origin, accompanied by shock and not 
adequately explained by the known lesions present. 

Pain was a feature in only eight cases of our series (26.6 per 
cent); in two cases of puerperal physometra and two of 
metastatic gas gangrene, which fall into the group just described ; 
and in four cases of general peritonitis. 

(d) Sudden collapse for which general examination does not 
reveal any obvious cardiac, pulmonary, cerebral or intra- 
abdominal cause. 

2. Only occasionally can one expect to detect gas in the 
tissues during life. Heim has suggested the possibility of the 
X-ray detection of physometra. 

3. Factors liable to mask diagnosis are mixed infection, 
chiefly to be seen in post-abortal cases; and in puerperal women 
such predisposing and contributory conditions as toxaemia of 
pregnancy, post-haemorrhagic anaemia, exhaustion from 
dystocia and post-operative shock. 

4. Blood cultures, both aerobic and anaerobic, should be 
taken as early as possible in all cases of abortal and puerperal 
sepsis. 

CLASSIFICATION. 

In attempting to estimate from clinical features the nature and 
extent of the causative lesion the following classification, taken 
largely from Niirnberger’® and Heim, is of value. 

Four grades of post-abortal and puerperal gas gangrene may 
be recognized, any one or combination of which may be present 
in the same subject. 
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1. Local gas gangrene. Here infection is limited to the uterine 
contents and superficial layers of the decidua. 

The majority of these cases are mild, but occasionally severe 
infection occurs, with haemolytic phenomena * * ". A 
moderately sick case in our series was No. 20; a grave example 
with blood destruction, No. 4. 

With early and careful cleansing of the uterine cavity and 
adequate specific therapy the prognosis is usually good. 

It is important to realize that in the occasional case with 
haemolysis the clinical picture becomes indistinguishable from 
that of the next group. 


Il. Physometra or gas gangrene of the uterine musculature. 


These cases are all desperate, and a fatal issue is to be 
expected. It is indeed difficult to understand how, once the uterine 
musculature has become involved, recovery can occur without 
early extirpation of the uterus. 

In abortal cases the syndrome produced is that of classical 
gas gangrene with its gross haemolysis and rapid downhill 
course. Blood culture is positive in the great majority. 

The detection of the causative physometra is, however, a 
matter of extreme difficulty. Briitt and Lehmann’ state that the 
uterus is characteristically enlarged, very sensitive to pressure, 
and frequently elastic; gas crepitus, which they elicited in two 
of nine examples, is pathognomonic. In addition they hold that 
evidence of peritonitis is constant and usually expressed in 
marked meteorism, loss of muscle tone in the lower abdomen, 
and paresis of the intestine. Heim’ concurs with the latter view 
and states that, if there are neither symptoms of peritonitis nor 
evidence of it at abdominal paracentesis, the infection is probably 
limited to uterine contents and superficial layer of the decidua. 

Cases 5 and g of our series were examples of post-abortal 
physometra, proved at autopsy and at operation respectively. In 
the first, helpful local signs were confined to uterine tenderness 
and slight lower abdominal tenderness; this woman developed 
general peritonitis four days later. In the second, the uterus was 
tense and markedly tender, there was palpable bulging in both 
lateral fornices, and both iliac fossae were tender; at operation 
there was blood-stained fluid in the peritoneal cavity, and gas 
was present in decidua and uterine muscle; crepitus had not 
been elicited clinically. 

Uterine and abdominal tenderness are confined neither to 
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physometra nor anaerobic infections generally; and the former 
sign was present in our mildest case (No. 19). 

In puerperal physometra, of which there were two examples 
in our series (Nos. 25, 28), haemolysis appears to be in abey- 
ance, and the picture becomes one of excruciating pain, followed 
by rapid collapse and death. I do not know of any record of 
recovery in a proven case. 


Ill. Pertonitis. 


Peritonitis most commonly arises by lymphatic spread from the 
uterine cavity or muscle; much less often it is due to uterine 
perforation. 

In the lymphatic form peritonitis is typically pelvic and 
clinically unobtrusive. The exudate is haemorrhagic, soon 
becomes brown, and is full of organisms; in mixed infection it 
is offensive. 

Signs of general spread are an increasing pulse-rate and 
dyspnoea in association with a poor general appearance and in- 
creasing abdominal distension. This was a terminal event in two 
of our cases (Nos. 5, 23). Briitt and Lehmann believe that 
peritonitis without contemporary physometra is rare. 


IV. Bacteriaemia. 


Bacteriaemia may be associated with infection of the decidua, 
uterine muscle or peritoneum. Bacteria enter the blood-stream 
transiently, continuously or in groups, and may there produce 
free toxin or metatastic infection. Many of the organisms 
are destroyed in the blood and ingested by leucocytes: some 
pass through the kidneys and may be cultured from the urine. 

It must be emphasized that the mere recovery of organisms 
from the blood-stream, as is not uncommonly possible in entirely 
non-suspect cases following abortion or curettage, by no means 
constitutes clinical infection. An example of transient bac- 
teraemia associated with interference and clinically unimportant 
was No. Ig in our series. 

With the continual or repeated passage of bacteria into the 
circulation clinical signs are soon manifest, and may be essen- 
tially haemolytic or simply those of generalized blood infection. 

In our series, cases No. 10, 5, 21 and 16 represent pictures of 
clinical septicaemia in association with endometritis, with physo- 
metra, with physometra and general peritonitis, and with 
metatastic gas gangrene, in that order. 
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TREATMENT. 
A. Prophylaxis. 

In abortal cases this is particularly difficult. That all examples 
of septic abortion may be regarded as suspect scarcely justifies 
their routine prophylactic injection with cl. Welchi antitoxin. 
But one important weapon of attack which has not yet been 
employed is a widespread publicity campaign exposing the grave 
dangers accompanying all attempts at criminal abortion. 

In puerperal cases prophylaxis entails the avoidance before, 
during, and after delivery, of all unnecessary trauma, gross 
manipulations and intra-uterine interference; more especially in 
women with long-standing rupture of the membranes, signs of 
incipient sepsis, foetal death, or a general condition undermined 
by shock, cold, fatigue, haemorrhage, toxaemia of pregnancy or 
constitutional disease. 

The most potent factors in assisting invasion in the puerperal 
class are vaginal plugging, tubal induction, destructive opera- 
tions, forcible attempts at delivery, and intra-uterine manipula- 
tions, particularly when performed in the presence of foetal 
death, long-standing rupture of the membranes, or in a patient 
already fatigued, toxaemic, or shocked from haemorrhage. 

Any combination of the above predisposing and initiating 


factors should suggest the advisability of a prophylactic intra- 
muscular injection of 20,000 to 40,000 international units of cl. 
Welchu antitoxin following, or if necessary before, delivery. In 
the presence of an offensive or necrotic-smelling liquor or vaginal 
discharge the larger dose should be given forthwith, and if the 
patient’s general condition is not completely satisfactory two to 
three hours after delivery, its repetition must be considered. 


B. Therapy. 

Success in treatment depends upon the practical application 
of three cardinal principles: early diagnosis, early elimination 
of the primary focus, and immediate and massive specific and 
general therapy. 

Once again the importance of an early clinical diagnosis must 
be emphasized. Smears from lochia, cervix or uterine cavity 
may be presumptive but are not bacteriologically final, while 
the cultural investigations necessary for positive identification 
of organisms of the cl. Welchii class involve a delay of eight to 
12 hours at least, and often longer. How fatal such delay may 
be was shown in puerperal case No. 24. 

In the most serious members of our series who recovered 
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diagnosis was without exception initially clinical, and therapy 
had already been instituted some hours when bacteriological con- 
firmation was received. (Cases No. 10, 26, 4, 13, 20.) 


1. Elimination of the primary focus. 

(i) In the majority of abortal cases (endometrial infection) 
this involves immediate and careful uterine curettage under gas 
and oxygen anaesthesia. Lack of adequate care in the procedure 
may change endometritis into physometra. 

It is our practice post-operatively lightly to pack the uterine 
cavity with gauze soaked in glycerine, owing to the tendency to 
delayed oozing from the raw surfaces; this gauze is removed in 
six hours. Intra-uterine glycerine therapy is thereafter con- 
tinued daily until involution is satisfactory and uterine discharge 
has ceased. 

(ii) In cases of abortal physometra the ccrrect local treat- 
ment is immediate total hysterectomy, together with removal of 
the adnexa should these appear congested, swollen or dis- 
coloured. 

Once the uterine musculature has been invaded death is 
inevitable if the organ remains im situ; a striking example of 
the futility of general and specific therapy, however intensive, 
when the primary focus has not been adequately dealt with, 
was case No. 5. 

The problem lies, as already stressed, in the detection of the 
physometra. In the presence of the classical haemolytic 
picture, and local signs as laid down by Briitt and Lehmann, 
the decision to operate is not difficult. But what of those patients 
with the same classical picture but lacking adequate local 
signs ? 

I have come to the conclusion that in these also the correct 
procedure is hysterectomy; when organisms are early recovered 
from the blood, or haemolysis is obviously advancing, or signs of 
general toxaemia are steadily increasing the indication is 
absolute. Desperate though the remedy is, it offers the only 
chance. No mortality could be more disastrous than that which 
has attended our most strenuous efforts to save these patients 
with less radical measures. Briitt and Lehmann have saved four 
out of nine, and Heim two out of 10 cases of physometra by im- 
mediate hysterectomy. . 

The operation should be preceded by the administration of 
adequate fluid, serological therapy, and blood transfusion, 
and by thorough cleansing of the vagina following the insertion 
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into the uterus of an antiseptic gauze, and closure of the cervix. 
Total removal of the uterus, with vaginal and abdominal drain- 
age, should be performed with the utmost speed, preferably 
under gas and oxygen inhalation; spinal anaesthesia which 
necessitates for some hours post-operatively a posture un- 
favourable to an infective case, is contra-indicated. 

(iii) In cases in which laparotomy and drainage are per- 
formed for peritonitis the decision as to whether the uterus should 
be removed or not becomes one of nice distinction. Briitt and 
Lehmann hold that if the uterus appears externally intact it 
should be left; Heim, that as external normality does not neces- 
sarily mean muscular normality, hysterectomy is the safer 
procedure. 

If, as Briitt and Lehmann assert, peritonitis is rare without 
contemporary physometra, then, if the patient is a suitable 
operative risk, laparotomy for peritonitis should automatically 
include hysterectomy; in the presence of the classical haemolytic 
syndrome, as previously stated, I certainly believe the patient 
will die without it. In cases in which peritonitic symptoms alone 
have dictated immediate laparotomy and drainage, the patient 
is usually too ill to withstand further operative procedures. 

(iv) The application of the principle of focal elimination to 
puerperal cases is more difficult. 

As Wrigley’’ points out, in the presence of a dead foetus 
delivery should be at the earliest moment and in the gentlest 
possible manner. When clinical evidence of infection develops 
with the child in utero the same principle holds, but too often 
clinical evidence is synchronous with collapse and a rapid down- 
hill course. 

In the puerperium daily intra-uterine saan therapy may 
be instituted, but is of doubtful value. The question of more 
radical local measures in this type of case must await the 
thorough trial of early and adequate general and specific therapy. 


2. Specific and General Therapy. 

(i) Specific serum therapy. This constitutes, next to elimina- 
tion of the primary focus, our most potent method of attack. 
The value of the cl. Welchii antitoxin is unquestioned, and it 
may be taken that, in its absence, any case of post-abortal or 
puerperal gas gangrene with signs of severe toxic absorption or 
severe organismal invasion will prove rapidly fatal. 

One cannot expect serum to save life if a persistent or spread- 
ing focus, such as physometra, is left im situ, if infection has 
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passed into the general peritoneal cavity, if other organisms are 
the chief contributors to a fatal result, if the kidneys and liver 
are already irreparably damaged by toxins, or if its employment 
is not along scientific lines. The commonest errors in adminis- 
tration are delay in initiation, inadequate dosage and too early 
cessation. 

Coincident with diagnosis 40,000 international units of cl. 
Welchu antitoxin should be given intramuscularly as a routine, 
followed as soon as possible by 40,000 to 60,000 units intra- 
venously in 20 ounces of normal saline or ro per cent glucose in 
normal saline. 

Intramuscular injections of 40,000 units should be repeated 
every 12 hours for at least three days in serious cases, after 
which daily injections are usually sufficient, and may be con- 
tinued for a week or more as necessary. 

Intravenous therapy in 40,000 to 60,000 unit doses is best 
repeated daily for two to three days, or even longer in grave 
cases; in many of less gravity response is so rapid that after 
the first 24 hours intramuscular therapy alone is sufficient. 

Serious cases usually require 200,000 to 600,000 units by 
combined routes over the course of a few days. 

So long as jaundice, haemoglobinaemia, haemoglobinuria or 
rapid pulse-rate persist, or organisms are recoverable from the 
blood, urine or uterine cavity, specific therapy must be con- 
tinued. In one of our cases (No. 4) deep jaundice persisted for 
several days after all other evidences of cl. Welchi infection had 
disappeared. It is advisable to err on the side of safety and to 
discontinue serum only when clinical indications for its usage 
have been absent for at least two to three days. 

(ii) Hydrotherapy. Copious oral fiuids containing glucose 
are administered from the start according to a definite plan. It 
becomes one nurse’s duty to see that the patient’s fluid intake 
is four to six ounces every I5 minutes. Quantities should be 
charted. 

Oral fluids are invariably supplemented by intravenous 10 
per cent glucose in normal saline in quantities of 20 to 30 ounces, 
the first injection being given immediately following diagnosis. 
These injections, which are useful vehicles for serum therapy, 
are repeated at 12, 18 or 24 hour intervals, according to the 
patient’s condition. Insulin, one unit per two grams of 
glucose, may with advantage accompany them. Submammary 
or intra-axillary, and rectal salines are commonly called for in 
addition, 
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(iii) Blood transfusion. This is an indispensable factor to 
success in patients with marked haemolysis, in whom it should 
be instituted early and as a routine. Repeated transfusions may 
be necessary to combat the rapidly progressing anaemia. 

In serious cases, even in the absence of evident haemolysis, 
blood transfusion appears to be of definite value in lessening 
toxaemia. 

In two puerperal and Io post-abortal cases of our series, of 
whom eight of the latter showed evidence of haemolysis, blood 
transfusion was performed. In seven patients the blood was 
transfused once, four twice and one thrice; the average quantity 
of blood given to women receiving a single transfusion was 21 
ounces, to those receiving multiple transfusions, 153 ounces per 
injection. 

(iv) Administration of alkalis. Cl. Welchu during growth 
creates an acid medium", and its toxin is most stable at a 
hydrogen-ion concentration well on the acid side of neutrality”’, 
[and Walbum. |” 

Clinically the former is expressed early in the strongly acid 
urine excreted, and later in the thirst and dyspnoea accompany- 
ing acidosis. 

In a patient with severe haemolysis one of the gravest dangers 
to be faced, should the patient survive some days, is renal failure. 
In addition to the known effects of cl. Welchii toxin on the con- 
voluted tubules, an important contributory factor in producing 
anuria must surely be the mechanical blockage resulting from 
the precipitation of acid haematin in the renal tubules as free 
haemoglobin is excreted in an acid filtrate. For these several 
reasons early and intensive alkaline therapy is essential, and 
becomes an absolute necessity in cases with severe haemolysis. 
Sodium bicarbonate is the most satisfactory salt for general 
administration, and is included in all drinks in quantities of two 
to four drachms, and, when tolerated, even up to eight drachms 
to 20 ounces. It can with advantage be given intravenously 
at the start, 15 to 20 ounces of a four per cent solution in normal 
saline’, which should be repeated if lesser measures do not keep 
the urine alkaline. In lower concentrations it is usefully in- 
cluded in submammary and rectal injections. 

(v) Treatment of renal failure. Urinary suppression must 
be anticipated by the institution, from the moment of diagnosis, 
of intensive fluid, antitoxic and alkaline therapy. Once estab- 
lished, it appears to defy all treatment. 

Oliguria should be combated by the free exhibition of saline 
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TABLE IV. 


COMBINED ANATOMO-PATHOLOGICAL, CLINICAL, AND TREATMENT TABLE. 


Anatomo- | 
pathological 


type 





LOCAL GAS 
GANGRENE 
(endometritis 
and infection 
of uterine 
contents), 


PHYSOMETRA 
(infection 
of uterine 
muscle). 


PERITONITIS 
(commonly 
associated wit] 
physometra). 


Clinical findings Treatment 
| Rai ae : : poeiean 
SYMPTOMATOLOGY LocaL 
ne: SSS Se a General 
| Abortal Puerperal Abortal | Puerperal 
cases cases eases cases 
Necrotic pla- | Commonly absent. Curettage.| Delivery as 
cental tissue. | early and 
Recovery of Or | as gently 
Cl. Welehii blood destruction, or general las possibile. 
from uterine | symptomatology as below. | 
cavity. | Glycerine} Glycerine 
| therapy. | therapy. 
Uterine i. Jaundice, ii. Muscle, Total | ? 
crepitus(rare),) dusky cya- pain, pallor, abdominal) Hysteree- 
tenderness, nosis, port- collapse. hysterec- | tomy. 
enlargement, | wine urine, | tomy. 
| irregularity. colour of “A / 
burgundy / 
serum. \ Xx ii 
Same 
\ \ v principles 





| Lower ab- | 
| domina] ten- 
| derness and 
| distension. 
Haemorrhagic 
or brown 
exudate, 
laden with 
organisms ; 
offensive 
when mixed 
infection. 


| 


BACTERIAEMIS| 


(may be associ- 
ated with any 
one or more 
of preceding 
types). 


Metastatic 
infection. 
(rare). | 


Grades 
between i. and ii. 


iii. General symptoms of 
blood infection; typically 
with rapid, low-tension 
pulse, pallor and general 
feeling of well-being. 


ina ; 


Laparotomy and 
drainage. 
(Hysterectomy.) 





May be associated 
with any one 
or combination 
of the above 
clinical 
features. 
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apply in 
all types:— 


i. ANTI- 
SERUM. 


i. HyDRO- 
THERAPY. 


BLoop 
TRANS- 
FUSION. 


iii. 


iv. ALKALI 
THERAPY. 
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aperients; by intravenous injections of 10 per cent glucose in 
normal saline and, later, of 50 per cent glucose solution, prefer- 
ably suitably buffered; and by the application to the loins of hot 
plastines, cupping or medical diathermy. When these measures 
have failed we have employed blood transfusion (No. 5) rather 
in the hope that its combined colloid and salt content might 
initiate a successful hydraemic plethora when purely crystalloid 
solutions had failed. 

Calcium gluconate, 20 cubic centimetres of a 10 per cent 
solution intravenously and, as a last resort, oral diuretin, and 
salyrgan have been administered, without success. 

Decapsulation of the kidneys, equally unsuccessful, has been 
reported by Lehmann.* 


CONCLUSIONS. 

1. A series of 30 cases of post-abortal and puerperal gas 
gangrene has been described, from 22 of which clostridium 
Welchu and from two of which vibrion septique were recovered 
from the tissues during life. The mortality was 63 per cent. 

2. The considerable frequency of this dread infection, which 
is protean in its manifestations, and of recently increased 
incidence in Melbourne, is indicated. 

3. The fundamental importance of early diagnosis is 
emphasized. The clinical features of the various types have 
been outlined, systematized, and, where this is thought to be of 
value, classified in an attempt to achieve clarity and assist early 
recognition. An explanation is offered of certain divergencies of 
the clinical picture in early and late pregnancy. 

4. The principles underlying successful treatment are early 
diagnosis, early elimination of the primary focus, and immediate 
and massive serological and general therapy. * synopsis of 
treatment on these lines is presented. 
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TABLE IT. 


‘ase 
No. 


POST-ABORTAL SERIES. 
I 


Gp.A. 
1 E.M. 
2 E.D. 
S LB. 
4 G.M. 
5 DS: 
6 M.B 
1 EC 
8 A.R 
S. J 
Gp. B 
10 E.R 
1] A.C. 
12 DO. 
13. M.H. 
mM | OV. 
Gp. C, 
15 S.C. 
16 OLW. 
Gp. D. 


17 ES. 


19) SS. 


PUERPERAL — 


20 KB. 
Il. 

o) EY. 
2 HLL. 

23. KY. 
24 H.D. 
2 RF 

2 +=J.D 

27. I.M. 


28. =«C#«E:.S.. 


99 D:P, 


30° AT, 


Initial 


Age 


21 
28 
40 


25 


28 


27 


26 


30 


35 


19 


21 
33 


22 
38 


32 


INDEX TO TABLE: 


NS 


<1 t 


SYNOPSIS OF CLINICAL FEATURES 


Active 
interference 


Denied 
Denied 
Higginson’s 
Syringe 
9 


Higginson’s 
Syringe 


Higvinson’s 
Sy ringe 
Higginson’ 's 
Syringe 
Higginson’s 
Syringe 
Higginson’ 8 
Sy ringe 


Higginson’s 
Syringe 
Denied 


Denied 


Denied 
Denied 


9 


Denied 


“Rubber 
Dilator” 
Higginson’s 
Syringe 
Crochet 
Needle 
Higginson’s 
Syringe 


Cervical 
Plugging 


‘Instrument’ 


Manual 
removal of 
placenta 
Caesarean 
Section 

Vaginal 
Plugging 
Rectal Tube 
Induction 
Caesarean 
Section; 
Uterine 
Plugging 
Rectal Tube 
Induction 
Mid-forceps 
Delivery 
Caesarean 
Section 


+ = positive, or present. 


Ses 


Time fatal after 








? 24 days 


? 24 days 


? 44 days 


8 days 


34 days 








68 days 


4 days 


26 hours 


41 hours 


59 hours 


62 hours 


— = negative, or absent. 


20 days { An. Strep. 
Cl. W. 
CL W. 


Cl. W. 
; { Cl. W.; 


Strep. 


Strep. 


_—_— Intra- 
Blood 
Interference oultare — 
or infection 
?7 days Cl. nak 
4} days Cl. 
7 days Cl. W. Chew, 
Staph. alb. -Cl. W.; 
Staph. alb, 
9} days Cl. W; Cl. W. 
Strep. 
4 days Cl. W. 
(?24 months Cl. W. Cl. W. 
\? 8 days Strep. 
16 hours Cl. W. 
64 days Strep. Cl. W; Stre 
“7 , Gim-ve bacll 
Cl. W. 
{ Cl. W.; 
An. Strep.; 
(Staph, - 
{ § i : 
| Bee. 
Cl. W. 


Cl. W. 


Cl, W. 


Cl. W. 





V. septique 
V. septique 





Cl. W.; 


An. Strep. 
Cl. W. 


Cl. W. 


Cl. W. 


? = estimation indefinite or impossible. 





a 


recove 











fter On 
iission admission 





104 
120 
120 
120 


90 
2126 
120 
160 
80 


130 
124 


120 


120 
124 


120 
es. 


130 
144 
114 

80 


140 
124 


88 


80 


144 
92 


80 
144 
84 


recovered. 


Pulse rate 


later 
maximum 
estimated 


144 


132 


152 
124 


140 


144 
140 


144 
114 
150 


124 


100 
144 
160 





Blood 


pressure 


40/ ? 
108/70 
63) ? 


95/54 
124/80 


100/60 


116/70 


150 
108/60 


145/104 
190/134 
70 


152 
120/70 
126/80 


Cl. W. = Clostridium Welchi. 





Temperature 
on Maximum 
admission hoagie 
99.6 100 
100 100.2 
101.6 101.6 
49 105.6 
103 103 
97 97 
103.4 103.4 
99.4 99.4 
97 99.8 
101.4 103.6 
100 103.6 
102.8 103.2 
97.6 104.6 
102.2 103 
98.6 103.6 
102 102 
103.8 105 
105.4 105.4 
104 104 
96.8 102 
100 100 
102.4 102.4 
97.6 105.4 
97.4 103.4 
100.2 100.2 
102 102.2 
97 102 
97 100.2 
105.6 105.6 
98 102 


V. septique 


No marking in a Space indicates that that investigation has been omitted. 





Jaundice 





. ‘ en Peripheral ee Sub- Out- 
+++ bronze poem — Cyanosis _ circulatory —_ 3 cutaneous standin 
++ very marked we failure I ‘ ecchymosis pain 
+ fairly marked 

3 4 + + + - Nose 

+++ + + oa + - Arms 

++ + 7 + + = - 

++ + + - 

+++ + > + + + Arms Abdom 

+++ + + + - 

++ + + + - 

+++ + Not + ~ i 

tested 
+ + + + = - — 
+ - - + + _ - _ 
Slight _ -- _ - - — 
Detinite 

+ - — - a 

+ = ~ + — Abdom 

aa - + + - - Thigl 

as sas = + + - Buttock  Buttoc 

— - - . - “ 

= ~ + + + _ Abdon 

= - = + + + - Abdon 

= ~ a + 4 dis is os 

= ov. eas a + _ — Utert 

+ = = s sia - = 

a a a 4 ‘i = ee 

ee ad = + t - - Uter 

— _ - + + - - _ 
= Vibrion septique. Strep. = Aerobic Streptococcus. An, Strep. Anaerobic Str 





















laemoglo- Haemoglo- 


binaemia binuria Cyanosis —_circulatory 
failure 

+ + + 3 

+ + + + 

+ 7 + + 
4 1 

+ + + + 

+ + + 

+ + ~ + 

+ Not em i. 

tested 

+ + + - 

= 7 + 

- + + 

- - + + 

- + + 

~ + + 

_ - + + 

- - + ' 

- - + + 

= ~ - + 

- - + t 

+ + 

ule. Strep. = Aerobic Streptococeus. 


Peripheral 














General Sub- Out- Renal Blood —— Ante-mortem Typical 
ve ces, «= Cutaneous standing e : ‘i é lacenta: 
peritonitis ecchymosis pain failure urea Prallauin) gas P — 
= Nose — + 151 = + 
-- Arms _ - — 
wees ‘ie ca + a + 
ae -- —_ _ 60 = + 
+ Arms Abdomen + 140 50. 85+ Uterine + 
252 Cavity 
396 
= a : — 79 Es 
Sz aa 4 50 — + 
a _ _ + {136 35. 55 Uterus at Opn. + 
ses Sen ae =... J __Vagina later_ 
~ - - - = + 
: ee Ps * 80 (late) id + 
+ ~ Abdomen ~ : 
- _ Thigh - — - 
- Buttock Buttock = — Perera rere _ Buttock 
_ = = = 60 a a 
Abdominal 
+ ~ Abdomen _ muscles 
Periton’l cavity 
+ - Abdomen _ _ 
- - Uterus _ Abdomen 
_ -_ oa ? 105 = 
= - Uterus - = 
ne ee = = 15 & 


An, Strep. 
indicates that that investigation has been omitted. 


Anaerobic Streptococcus. 


Staph. alb. = Staphylococcus albus. 


Staph. a 


















































Typical Intra- Serum (International units) nits a Post-mortem 
‘ F a = ; = : otal = > ae 
placental — Pans —— Site taba serum trans- Hours Gas in Tissues 
tissue aia sienna j venoms Pa pestbuueal dosage fasion = tua 
+ - > 40,000 90,000 - 130,000 = No report 
_ - 50,000 30,000 - 80,000 = 11 + 
+ Curettage + 190,000 170,000 a 360,000 2 2s ++ 
+ Curettage + 115,000 180,000 - 295,000 — 
So Curettage + 100,000 440,000 80,000 620,000 2 19.5 In peritoneal cavity 
Laparotomy 
Ileostomy 
‘ = 50,000 * - 50,000 — 185 + 
S Curettage —_ 40,000 152,000 a 192,000 2 24 ss 
(Renal death) 
= _ - = wis = = £2 + + (Uterus 
perforated) 
9 Hysterectomy - 60,000 270,000 E 330,000 2 18 + 
+ Curettage + 110,000 272,000 = 382,000 1 
= Curettage 3 30,000 190,000 - 220,000 a 
Posterior 40,000 80,000 = 120,000 3 
Colpotomy 
+ Curettage + 50,000 210,000 a 260,000 1 
- Curettage 160,000 170,000 1 330,000 1 39 — Slight in peritoneal 
‘Laparotomy | oe a her ee cavity. Strep. death 
= Curettage - - a a = - 15 rar 
= ctf. - & _ 60,000 2 40,000 Pa aoe 100,000 = 28 ++ = 
_ - - - - _ - 17 ** Foam liver” 
= Curettage - 70,000 140,000 - 210,000 ~ 
= Curettage - - = - - - 
a Curettage + - 70,000 ss 70,000 1 
Laparotomy - 85,000 55,000 = 140,000 1 9 + + (Uterus 
perforated) 
- Curettage ~ 20,000 — 216,000 — __ _ 236,000 - 
Laparotomy - 53,000 167,000 = 220,000 1 20 
= ‘s a 20,000 _ 20,000 -— 2 + 
_ - - - = - - 9.5 ++ 
= + 100,000 = 308,000 = 408,000 - 
= - 15,000 25,000 = 40,000 1 20 ++ 
- - - - - - 12 ++ 
- - - 210,000 - 210,000 - 
= - - 60,000 - 60,000 -- 12 + 
Staph. aur, = Staphylococcus aureus. B.C.C. = Bacillus colicommunis. (im-ve bacil. = Gram-negative bacillus. 
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A Case of Quadruplets.* 
BY 


' J. BERNARD Dawson, M.D. (Lond.), F.R.C.S. (Eng.), F.C.O.G. 


Professor of Obstetrics and Gynaecology, University of Otago, 
New Zealand. 


THE interest of this case is not only its rare occurrence and its 
satisfactory result, but also because it illustrates the value of 
antenatal care and warning. 

The patient, Mrs. K. J., was admitted into the Dunedin 
Hospital on February 25th, 1935. She was a woman of average 
build, without any stigmata of rickets or syphilis, very nervous 
and complaining of increasing oedema, dyspnoea on exertion and 
dragging pain in the abdomen. The oedema had been increasing 
progressively for the previous four months, the dyspnoea and 
abdominal discomfort were of one month’s duration. She had 
had three previous pregnancies which terminated in the spon- 
taneous deliveries of single infants in 1926, 1928 and 1929 res- 
pectively. Two children were alive, but the youngest child died 
on the third day after birth. Each delivery was followed by a 
moderately severe post-partum haemorrhage. Her general health 
had been good, interrupted only by an operation for appendicitis 
in 1924. Her last menstrual period began on July 16th, 1934. 
On examination, it was found that the legs and the lower part 
of the abdominal wall were markedly oedematous. The abdomen 
was very tense and distended to an unusual size, both of which 
conditions prevented definite information being obtained by 
palpation. It was believed that foetal parts could be detected, 
and certainly foetal heart sounds could be heard. The pulse-rate 
was gO per minute, temperature normal, and the blood-pressure 
130 mm. Hg. systolic and 80 mm. Hg. diastolic. The heart was 
not enlarged, but a loud systolic murmur of a haemic type could 
be heard at the apex, which was displaced outwards. Air entry 
was satisfactory throughout the lungs and there were not any 
adventitious pulmonary sounds. The urine was acid, of specific 
gravity 1012, containing neither albumin nor sugar, but the 
output was reduced. The total non-protein nitrogen content 


* References to the St. Neots Quadruplets and the Canadian Quintuplets 
will be found in the section ‘‘Review of Current Literature’, pages 363 
and 367. 
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of the blood was 25 mgr. per 100 c.c. Urea concentration 
tests were interrupted by the onset of labour and were not re- 
peated. 

The patient was X-rayed, and three foetal heads were easily 
detected on the film, further examination of which revealed the 
fact that there were four vertebral columns, the head of the fourth 
foetus being so high under the left lobe of the liver that it was 
outside the field of the radiogram. 

A diagnosis of quadruplets was therefore clear, and it was 
considered that the constitutional disturbance of the patient was 
due to the abdominal distention and pressure. 

The patient was kept in bed, purged with saline aperients and 
given nocturnal doses of nembutal to ensure restful nights. Her 
condition quickly improved, the oedema subsided with a con- 
current improvement in the volume of urine, which was normal 
on the fourth day after admission. Dyspnoea was prevented by 
rest, and the patient expressed herself as feeling very well except 
for the discomfort of the abdominal distension. 

Because of the histories of post-partum haemorrhage, calcium 
gluconate was given intravenously and calcium lactate by 
mouth. On March 6th, 1935, nine days after admission, spon- 
taneous labour started at what, by the menstrual history, 
appeared to be about the 34th week of pregnancy. 


Aetiology of Multiple Pregnancies. 

The number of foetis occurring in human gestation varies 
from one to six. There are at least five authentic cases of sex- 
tuplets on record and some 31 cases of quintuplets; doubtless 
there are many other unrecorded cases. 

Hermstein and Pfalz quote the following investigators into the 
incidence of quadruplets : 





Deliveries 
France I in 2,074,306 
Viet-Makel I in 271,176 
Neefe and Sickel ... I in 560,000 
Wappaus ... ... «.. Fim 333,870 
Guzzoni I in 757,000 
Hauser I in 657,253 
Hafeli 1 in 550,786 
Wurttemberg I in 110,000 


Average avs ea I in 676,799 
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-The Guzzoni figure of one in 757,000 was arrived at after an 
investigation of 50,000,000 deliveries and may be considered 
reliable. In New Zealand, with about 24,000 births per annum, 
quadruplets will appear on an average of once in 30 years. 


Hellins devised a formula of incidence of multiple births which 
is of interest. He states that: 





Deliveries 
Twins appear ‘ I in 8o! 
Triplets appear... ... .... I in 80? 
Quadruplets appear... —...._—«iI:- in 803 


Quintuplets appear ue) tess EO 





Multiple births are said to occur more commonly in cold 
climates, and the age incidence of greatest frequency to be between 
25 and 29 years. The tendency to multiple births is probably an 
atavistic reversion which is transmitted especially through the 
mother, but also to a minor extent through the father. 

E. Bumm reports the case of a Viennese woman, herself one 
of quadruplets, married to a twin, who gave birth to three twins, 
six sets of triplets and two sets of quadruplets. 


It is interesting to note that the family history of the woman 
concerned in the case now reported shows that her mother had 
twins once, her grandmother twins twice, and her great-grand- 
mother twins once. 


Developmentally multiple pregnancies are best discussed in 
terms of twins. Of these there are two types; homologous, or 
identical, twins develop from a single ovum and are the only true 
twins, whereas binovular or fraternal twins result from the simul- 
taneous development of two separate fertilized ova. 


Binuclear ova have been described in the ovaries of women 
and of several lower mammals, but the possibility of binuclear 
twinning in the human is not tenable, because the binuclear ovum 
has never been seen in a normal mature Graafian follicle but only 
in primordial follicles. Stockard, in The American Journal of 
Anatomy, put forward the suggestion that the initial cause of 
abnormalities, including twins, was due to developmental inhibi- 
tion or arrest, the exact type of resulting deformity depending 
upon the moment when the inhibition occurred. Such inhibition 
or arrest, which can be exercised experimentally, in humans may 
be due to nutrition, systemic disorders, endocrine deficiency, etc. 
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The application of this generalization to twinning is as follows: 
There are many points on the periphery of the blastoderm where 
an embryonic axis may originate. Normally, in single develop- 
ment one such point rapidly becomes dominant and suppresses 
all other potential axes. If, however, at the critical moment de- 
velopment is slowed or arrested, this dominance is lost, and 
‘ adjoining points, freed from restraint, may develop into additional 
embryonic axes. If these points are discreet, twins will result, but 
if they are closer neighbours and confluent, then varying degrees 
of conjoint twins may develop. The critical moment for twinning 
is at the onset of the gastrula stage, which in humans coincides 
with the appearance of the primitive streak. 

It is not, however, easy to reconcile this personal biological 
hypothesis with the suggestion of familial atavism. The occur- 
rence of monochorial quadruplets has been authentically 
recorded on two occasions. 


Antenatal Observation and Care. 


This has already been outlined and could be extended only 
for the nine days prior to labour. The untoward phenomena 
were due to the abnormal intra-abdominal pressure and were 
promptly relieved by restand recumbency. In view of the history 
of post-partum bleeding, prophylactic exhibition of calcium was 
thought desirable and carried out. 

The antenatal diagnosis of quadruplets was achieved by radio- 
graphy, and it is interesting to note that this is only the second 
recorded occasion upon which radiography has been used for 
this purpose; the first being reported by Hermstein and Pfalz in 
1931. 


The Radiograph. 


Owing to the density of the abdomen and its contents, the 
radiograph was unsuitable for reproduction and, therefore, a 
schematic diagram was prepared. 

A study of the X-ray, or of the diagram, is interesting and 
was of great value. From it, it was possible correctly to predict 
the presentation and order of delivery of the foetiis. Foetus 
No. 1 occupied a central position in the uterus, presented by the 
breech, its head being in the fundus a little to the right of the mid- 
line. The head and spine were partially extended, but the legs 
were flexed. The sacrum was to the right. Foetus No. 2 lay to 
the left with its head in the iliac fossa and its breech posterior to 
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the cephalic end of foetus No. 1; it fitted snugly against the 
ventral surface of this companion. Foetus No. 3 lay with its 
head at the level of the right iliac crest and anterior to the body 
of foetus No. 1, while its breech was in the right side of the fundus 
posterior to the head of foetus No. 1. It lay, in fact, curled round 
in the concavity produced by the over-extension of the head and 
spine of foetus No. 1. Foetus No. 4 lay in the left side of the 
fundus; its breech at the level of the left iliac crest; sacrum an- 
terior; spine laterally flexed and the head under the left lobe of 
the liver outside the field of the film. 


The adaptation of the foettis to the uterine cavity appeared to 
be the most satisfactory possible in the circumstances. It will be 
seen that the antenatal diagnosis of the delivery made from a 
study of the radiograph proved to be correct. There was some 
doubt whether foetus No. 4 would descend as a breech pre- 
sentation or undergo spontaneous version to a cephallic delivery. 


Labour. 


Labour pains started at 3.30 p.m. on March 6th, 1935, rectal 
examination detected that the cervix was fully taken up and that 
the external os was one inch in diameter. By 5.30 p.m., two 
hours later, the os was fully dilated and the bulging sac of mem- 
branes containing a foot was presenting at the vulva. Five 
minutes later the membranes ruptured spontaneously and a loop 
of cord prolapsed alongside the foot. This loop was pulsating 
vigorously, but thirty seconds later, after another uterine contrac- 
tion and further descent of the foetus, the pulsations completely 
stopped. The child was easily and quickly delivered by manual 
aid. He was in a mild condition of livid asphyxia from which 
there was a prompt recovery. . 


This first infant was a male weighing 4 pounds 10 ounces; the 
presentation was a footling breech with the sacrum to the right. 
From about 5.40 p.m. until 9 p.m., nearly three and a half hours, 
the patient had a few weak and ineffectual pains which advanced 
her labour not at all. After filling the vagina with four per cent 
mercurochrome solution, an examination was made and the 
second bag of membranes ruptured artificially. This did not 
excite more or stronger pains, and at 9.10 p.m. two minims of 
pituitrin were given intra-muscularly. By 9.20 p.m. a foetal head 
had descended on to the pelvic floor, where it appeared to be 
arrested. Further examination showed that the left hand of the 
foetus was also presenting alongside the head and between it and 
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DIAGRAM OF RADIOGRAPH OF QUADRUPLETS In Utero. 


The foetus whose breech occupies the brim of the pelvis was born first, the foetus with 
head to the left second as a L.O.A. vertex, the foetus with head to the right third as a 
R.O.A. vertex, and the foetus in the left side of the fundus fourth as a breech. 
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the pubes. The delivery of this child was, therefore, completed 
by very gentle traction with Kjelland’s forceps, the time being 
9.30 p.m. The child, a girl, was vigorous and weighed 4 pounds 
5 ounces. The position was left occipito anterior. After waiting 
I5 minutes, during which one or two ineffective pains occurred, 
the third bag of membranes was artificially ruptured and two 
minims of pituitrin given. At 10 p.m. the third child was born 
spontaneously by the vertex in a right occipito anterior position ; 
the child was a girl weighing 3 pounds 15 ounces. 


After an interval of quiescence fairly good pains developed by 
10.30 p.m., but little further progress was made. Free bleeding 
demanded a vaginal examination, and it was found that a segment 
of a placenta had descended in front of the fourth foetus which 
was presenting as a breech with its membranes intact. 


The membranes were ruptured, a leg brought down and the 
child delivered manually without difficulty, the sacrum being to 
the left. This child, born at 10.30 p.m., was a girl weighing 
4 pounds g ounces. After the birth of the fourth child the uterus 
retracted satisfactorily; there was little bleeding; the mother’s 
pulse-rate was 102 and her condition satisfactory. 

At 10.40 p.m. half a c.c. of pituitrin was given intramuscu- 
larly and the placentae and membranes were delivered intact at 
10.45 p.m. Rather free bleeding followed, which was controlled 
by fundal massage. The patient was finally returned to her bed 
in a Satisfactory condition by 11.30 p.m. with a pulse-rate of 84. 

It will be seen that the labour lasted 7 hours 15 minutes and 
was unattended by untoward circumstance except some uterine 
inertia and tedious delay between the birth of the first and second 
infants. The third stage was quick and satisfactory in spite of 
the patient’s bad history of post-partum haemorrhage and the 
inertia of the over-stretched uterine muscle. This may possibly 
be attributed to the antenatal exhibition of calcium and the timely 
use of pituitrin. The patient was very good and endured her pro- 
tracted and intermittent second stage with admirable fortitude 
and composure. The anaesthesia employed was gas and oxygen 
administered during the completion of delivery of each infant. 


The Placentae and Membranes. 


The relation of the foettis to the placentae was determined 
by the simple device of ligaturing the four umbilical cords with 
one, two, three and four ligatures respectively. The placentae 
and membranes weighed 3 pounds. Ata preliminary examination 
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ARRANGEMENT OF QUADRUPLE PLACENTAE AND MEMBRANES. 


1. Discrete placenta with membranes of first, male, foetus. 

2 and 3. Single monochorial twin placenta of second and 
third foetiis, female twins. 

4. Adjacent but separate placenta and membranes of fourth, 
female, foetus. 
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there were apparently two placentae, one of normal oval shape 
and a second roughly reniform. Subsequent examination and 
dissection showed that this bi-partite placenta was in reality two 
placentae adjacent but without circulatory connexions. The 
isolated placenta possessed both amnion and chorion and received 
one umbilical cord as did also the smaller portion of the adjacent 
placentae. The larger portion of the fused placentae possessed 
one chorion enclosing two complete and, except for the ruptures 
of exit, unbroken amniotic sacs. To this placenta passed two 
cords. 

It seems clear that this quadruplet birth consisted of two single 
monochorial conceptions and one homologous monochorial twin 
gestation. The isolated single placenta was associated with the 
first male infant; the twin placenta and sacs were those of female 
infants two and three, while the adjacent but distinct monochorial 
placenta was that of the fourth infant. 


It is interesting that infants two and three, the twins, are 
identical in appearance and that the other two can be readily 
distinguished both from one another and from the twins. 


The order of birth and placental arrangement of the four 
infants may be summarized as follows: 

5-35 p.m. First, male, 4 pounds ro ounces, footling breech, 
sacrum to the right, monochorial, separate placenta. 

9.30 p.m. Second, female twin, 4 pounds 5 ounces, vertex, 
left occipito anterior, prolapsed arm, easy low forceps, mono- 
chorial twin placenta, separate amnion. 

10 p.m. Third, female twin, 3 pounds 15 ounces, vertex, right 
occipito anterior, monochorial twin placenta, separate amnion. 

10.30 p.m. Fourth, female, 4 pounds g ounces, breech, 
sacrum to the left, monochorial separate placenta adjacent to 
twin placenta. 


The Puerperium. 


This was afebrile and unattended by any difficulty except 
temporary congestion of the breasts with the onset of lactation. 

The mother was a little fatigued for two days but improved 
rapidly, and was able to leave her bed on the twelfth day. 
Lactation was difficult and the supply of milk scanty; this also 
improved, and the mother was able to supply 50 per cent of the 
immediate needs of the infants. The children did not give any 
trouble: they were nursed under shock-cradles in a temperature 
of 95°F. for 24 hours; the temperature was reduced to go°F. on 
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the second day, at the end of which they were transferred in a 
heated ambulance to the Truby-King Hospital for Infants. 

The assistance of the house surgeon, Dr. Cuming, and of 
Sisters Clifford and Tregenna, contributed greatly to the success 
of the labour and the welfare of the babies. 

Sister Clifford has kindly made the following observations 
- upon the preparation for and care of the babies: 

The preparation for the reception of the babies and their 
immediate care may be of some interest. 

No doubt there was much that could have been improved, but 
it was pioneer work on our part, and the best possible, in the time 
available, was attempted. 

It was decided that a cot large enough to hold all four babies 
would prove more suitable than individual small ones. A child’s 
iron drop-side cot was, therefore, obtained; one side and both 
ends were paper-lined and blanket-lined, the drop side being 
lowered for convenient access. The idea was to arrange the 
babies so that they lay in a row with their feet to the open and 
their heads to the lined side. ; 

The bed was made up on the Plunket cot system, the usual 
horse-hair mattress, over which was placed a freshly made soft 
chaff shake-down under blanket and sheet; cuddling blanket and 
small chaff pillow for each babe; enveloping blanket and large 
blanket to cover all. A Gamgee tissue jacket was provided for 
each baby as well as the usual outfit for premature children: 
muslin singlet; two woollen singlets (one long-sleeved and one 
short-sleeved); muslin napkin; flannel square to envelop legs; 
woollen booties and gloves; long enveloping flannel cape to tie 
on shoulders; muslin-lined woollen bonnet; flannel square for 
head and shoulders; and, in this case, wrist tapes for identifica- 
tion. Further accessories provided were: mouth swabs; eye 
swabs, and lotion; cord dressings; muslin binders; olive oil; 
weighing scales. When labour began, hot-water bags at a tem- 
perature of 180°F. were placed in the cot; four with covers were 
placed in a row between the shake-down and the hair mattress; 
these warmed the bed from beneath, and one was also placed at 
each end of the cot. One, at a temperature of 160°F. was placed 
inside each Gamgee jacket and cuddling blanket. 

Two electric bulb shock cradles were placed, side by side, on 
the cot, each being wide enough to cover two infants. 

After birth each baby received the usual preliminary attention, 
was placed in the Gamgee jacket and small blanket, and then 
laid on the cot under the shock-cradle. 
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When the condition of the babies was considered completely 
satisfactory they were weighed, oiled, and clad in their outfits. 

The temperature under the shock cradles was regulated at 
go°F. to 95°F., that of the room being approximately 70°F. 

For the first 24 hours feeds of two drachms of 10 per cent lactose 
solution were given by pipette every six hours; the second day the 
babies received four drachms, four-hourly. During this day good 
attempts to suck from a bottle were made by all except the last 
baby born. On the third day the condition of the babies was such 
as to allow of their transfer to the Truby-King Infant Hospital. 
This was satisfactorily carried out in two prepared and warmed 
’ bassinettes and a well-heated ambulance. 


Subsequent Progress. 


The care of the four babies was now in the hands of the medical 
officer and matron of the Truby-King Infant Hospital, and I am 
indebted to the latter for the following account of their treatment 
to the end of the third month of life. 


Explanatory Notes of the Diet and Progress of the Johnson 
Quadruplets from admission to the end of the third month. 


Humanized Milk No. 1 (in the following pages shown as 
H.M.1 - ) is a mixture containing milk, whey, water, karilac, and 
kariol (Plunket emulsion). Karilac is a sugar specially prepared 
for infant feeding, containing a certain percentage of lactose and 
dextrose. Kariol, or Plunket emulsion, is an emulsion specially 
prepared for infant feeding, consisting of 40 per cent sugar, 
mainly lactose, and 50 per cent fats, mainly butter fat, and cod 
liver oil. 

In early infancy the sugar used in the feeding of the quad- 
ruplets was mainly dextrose, and at this period the outstanding 
features are feeding with a high sugar content, and a low fat con- 
tent, with the addition of breast milk whenever procurable. 

The mother was in residence from March 21 to April 17, 1935, 
during which time two of the babies were partially breast fed. 
Her daily total of milk was approximately 20 ounces at the end 
of this time, and the babies were then taking 20 ounces each 
daily. Her inadequate milk supply, combined with the condition 
of ill-health, were the deciding factors in her discharge from 
hospital. Whenever possible, particularly in the first few weeks, 
some breast milk, even although supplied by other mothers, was 
added to the daily diet. In the following notes the quantity of 
breast milk given is shown. 
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The percentage composition shown is that of the artificial food, 
the percentage composition of breast milk being sugar, 7 per cent; 
fat, 3.5 per cent; and protein, 1.5 per cent. 

The babies were admitted to Karitane Hospital on March 8th, 
1935, their weights on admission being: 


Bruce, 4 pounds 1” ounces 
Kathleen, 3 ,, %&II% 45 
Mary, + «. BE & 
Vera, es — 


Their diet for the first three days of life was ro per cent karilac 
solution, and on the fourth day H.M.1 - diluted was commenced. 
The following list shows the diet, percentage composition, and 
quantity given week by week for the first three months of life. 
Orange juice was added to the daily diet from six weeks. 








BRUCE: 
Actual 
Breast Total Percentage calories Theo- 

1935 Diet milk quantity composition consumed retical Weight 
oz. Ib, 02 
March 14H.MI.- 5 + 5% 10% 7.9 0.9 0.7. 174.3 200.0 4 O 
- 2 ws & +8 14 Si2. 33 OG 223.90 212:5 4 4 
9 28 5, 94+ 7 16% 7-3 1.4 09 264.2 234.3 411 
April 4 ,, 10 + 6 16 S6 8 1.2 283:3) 2532 § 2% 
re Ir , 8%4+10% 19 $.2. 2 tg 35926 2785 5 9 
ne 18 , 22% 22% 7-5 ¥.7 14 333-5 3062 6.2 
ey ay ws «6-25 25 8.0 2.3 1.4 432.6 325.00 6 8 
May 2 sw 24 24% 8.1 2.5 1.4 447-7 343-7 614 
» 9 » 25 25 7:9 2.7 1.5 459-9 3570 7 8 
‘3 16 45 27% 27% 78 2.6 1.5 498.8 381.2 7 10 
ae . re” 474 27% 7.4 2.9 1.7. 512.6 4000 8 Oo 
oe 30 4 30 30 6.8 3.2 1.7. 557-3 409.3 8 3 
June 3 = ,, 30 30 7-3 3-3 1-7. 585.1 425.0 8 8 
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KATHLEEN: 


1935 


March 14H, 


a ee 
- 28 
April 4 
5 Il 
sis 18 
" 25 
May 2 
” 9 
»» 16 
” 23 
- 30 
June 3 
Mary: 
1935 


March 14H, 


” 21 
95 28 
April 4 
’” spi 
‘5 18 
” 25 
May 2 
” 9 
* 16 
” 23 
” 30 
June 3 


Diet 


M.I. 


” 


” 


” 


” 


” 


” 


” 


Diet 


M.I, 


Breast Total 
milk quantity 
OZ. 
-5 + 5% 0% 7.9 
9 + 5 14 3.2 
, +7 16 7.3 
14 + 3% 17% 85 
I5 + 5 20 8:7 
22 22 + IS 
24 24 7-9 
24% 24% 8.1 
21%+ 3% 25 8.8 
25 25 7:9 
27 27 7:9 
27 4 2742 70 
27% 272 7-4 
milk quantity 
Breast Total 
OZ. 
- 4%+ 5% 1o 7-9 
9 +5 14 8.2 
O47 16 73 
14 + 3% 17% 8.6 
1244+ 634 19% 8.0 
22 22 77 
23 23 7:9 
24% 24% 8.1 
25 25 8.8 
25 25 7:9 
271% 27'2 7-9 
274 27% 7.0 
27)2 27): 7-4 
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Percentage 


composition 


oO. 


9 
0. 


Oo 


I 


ie 


composition 


Percentage 


DnnepA RRA DA 


Ahh RR A 


pom 


I 


tN 


co) 


6 
7 


Actual 


calories 


consumed 


170.9 
223.9 
264.2 
288.1 
359-2 
348.2 
494-7 
447-7 
392.1 
426.5 
513.9 
500.8 
524.6 


Actual 
consumed 


ealories 


168.7 
223.9 
262.3 
300.5 
336.9 
348.2 
391.5 
447-7 
387.1 
425.6 
513-9 
500.8 
524.6 


Theo- 


retical 


178.1 
193-7 
212.5 
234-3 
256.2 
257°5 
293-7 
309-3 
312.5 
331.2 
343-7 
305.6 


retical 
Theo- 


Weight 


Ib, oz. 
x 9 
3 14 
4 4 
4 1! 
5 2 
5 12 
5 14 
6 3 
Oo #4 
6 10 
6 14 
(ae. 
? $ 
Weight 
Ib, oz, 
3 8); 
3 137 
4 4 
4 12 
5 o} 
5 8 
5 15 
6 2 
6 4 
6 6 
6 II 
a 2 
i Dd 
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wo 
VERA: 
Actual 
Breast Total Percentage calories Theo- 
1935 Diet milk quantity composition consumed retical Weight 


oz. ‘ Ib, 02. 





March 14HMI.- 5%+ 5% 11 7.9 09 0.7. 180.0 193.0 


3 14! 
Pe ai » GF 5 14 8.2 1.1 09 223.9 196.8 3.15 
fe 2 3; & +7 15 7.4 3.5 09 266.3 215.5 4 5 
Apnl 4 , 14 + 3% 34% 86 1.7 ba 2605 237:5 4 12 

Ss 1, » 1h 5 20 8.7 2.0 1.4 359.2 2578 5 2% 
a ro ». 22 22 74 Of te oe 276% § 9 
‘ 25 3» 23 23 7.9 2.2 1.4 391.5 2968 5 15 
May 2 i» 2856 24% 8.1 2.5 1.4 447-7 309.3 6 3 
* o ss 25 25 SS 2 ¥4 367% 3282 6 9 
rr 6 5 25 25 7.9 2.2 1.5 425.6 3406 6 13 
” 23 » 27% aa FO 23 5 513-9 350.0 7 O 
ae 30 5 27% 27% 7.0 3.0 1.6 500.8 375.0 7 8 
June 3 =, «27% 27% 74 3-1 1.7 5246 3781 7 9 


General Nursing Treatment. 


For the first two weeks the babies were sponged and oiled, 
being completely undressed only twice weekly, and later the 
sponging, oiling, and dressing were increased to three times 
weekly, then four times weekly, and then daily. Daily bathing 
followed on this twice weekly, the babies being sponged and oiled 
other days, and when approximately six pounds they were bathed 
daily. 

They were fed three-hourly, with a night feed until approxi- 
mately 6 pounds in weight, when the night feed was discon- 
tinued, and three-hourly feeding throughout the day was carried 
on. When they were 7 pounds, four-hourly feeding was com- 
menced, with a total of five feeds daily. 


They are now treated as normal babies, spending many hours 
of the day on the veranda, and a time each day in the kicking 
pen, exercising the limbs. 


From about the eighth to the eleventh week, the three girls 
were somewhat upset, having frequent small vomits, and the 
stools also showed intestinal disturbance. Apart from this, their 
progress has been good, and the boy has made excellent progress 
throughout. 
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At six months the weights of the children were satisfactory as 
follows : —- 


Birth weight At six months 

pounds ounces pounds ounces 
Thevboy case 4 Ke) 12 14 
First girl 4 5 12 I 
Second girl... _... 3 15 II 9 
Third girl 4 9 12 7 


At this age prints of the hands and feet of the four children were 
made, and it was found that the markings of each child were 
different. The bloods were typed and all four had blood of 
Group IV, the same as both parents. 
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Eclampsia in Bombay.” 
BY 


CHAMANLAL M. MEHTA, 
M.B., B.S. (Bombay), F.R.P.S. (Glas.), F.C.P.S. (Bombay). 


Obstetrician and Gynaecologist, Raj Buran Bhagat Hospital 
for Women. 


EcLampPsIa still remains the disease of theory for its aetiology, 
although the results of prophylactic and curative treatment have 
been very encouraging. Authorities of various countries have 
published, from time to time, statistical reviews on the subject 
showing the progress towards the reduction of the incidence and 
mortality of this most formidable complication of pregnancy. 
Hingston and Mudliar’ published, in 1927, statistics of cases of 
eclampsia treated at Madras Hospital, and Balfour gave, in 1930, 
comparative figures of its incidence at Calcutta, Madras, and 
Bombay. During the last 10 years of my practice I have had 
opportunities of treating a number of cases of eclampsia by 
various methods.. My results deepened my interest in the subject 
and prompted me to compare them with those of my colleagues. 
This created a desire to investigate the subject widely. To secure 
the records of each and every case of eclampsia in Bombay was 
an impossible task. But I thought if I analysed the records of 
three big hospitals in Bombay, I should be bringing my con- 
clusions to a near degree of correctness. The chiefs in charge 
of these hospitals encouraged me in my efforts by their unre- 
stricted permission to approach their records. The statistics I 
am presenting have been collected from cases treated at Sir N. M. 
Wadia, Bai Motlibai, Cama, Bhagat, and my own private 
hospitals. I have taken a period of five years from July, 1929, 
to June, 1934, for my purpose, for the reason that our records 


* Read before the Bombay Obstetrical and Gynaecological Society on 
2oth June, 1935. 
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during the recent years have been more comprehensive than 
those of former years. 


TABLE I. 
Incidence of eclampsia according to year. 


Year woh) dad soe, EO 1930 1931 1932 1933 1934 Total 
June June 


Total confinements 5478 8352 9052 8671 9572 3968 42,407 





No. of eclampsia 13 27 46 39 46 21 192 
Mortality PASE (aie 2 3 18 II 7 oO 4! 
12.5% 34.1%, 10.4%, 
Incidence of eclampsia—o.45%. Mortality—21.3%. 
Incidence. 


During the period under review 42,407 women were confined 
in the hospitals mentioned above. Eclampsia occurred in 192, 
giving an incidence of 0.45 per cent (Table I), which compares 
very favourably with 1.73 per cent of Mudliar in Madras, and 
4I per 1,000 births quoted by Balfour'’ for Calcutta. Balfour’s 
figures given in the same paper for Bombay were 9.7 per 1,000 
births, and for Madras 13.3. These figures were far too high 
when compared with mine, and lower than those of Mudliar. 
Balfour took only one year’s statistics, too short a period 
for a review of this kind. Our figures of incidence compared 
well with any in the West. Eden’ gave it as 0.8 per cent in 1922, 
the figures of the Rotunda Hospital, Dublin, in 1930 were 0.5 
per cent, Muller*® in 1932 gave it as 0.9 per cent. We have carried 
out antenatal supervision in Bombay with vigour and efficiency 
during recent years, and we believe that the incidence of various 
complications of pregnancy has been reduced; but a comparison 
of the figures of incidence of the first and second half of the 
period of this inquiry do not bear this out. On the contrary, 
the second half shows an incidence higher by 0.10 per cent than 
that of the first. 1 compared the relative proportion of emergency 
and booked cases of Wadia, Bhagat, and my own hospitals, and 
found that the proportions remained almost the same. This fact 
presented us a thought for reflection over the results of our 
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antenatal work. We have at the same time not to forget that 
because of our propaganda we were drawing to the hospitals 
more and more women with complications who otherwise might 
have remained at home. If we could get the correct figures of 
the total number of cases of eclampsia in Bombay from the 
municipal records we would be able to find out our position 
much better; but eclampsia is not a notifiable disease. 

The highest incidence of 46 cases was during the year 1931, 
but during the later years it had remained steady, though the 
mortality, as will be described later on, was considerably 
reduced. 


Seasonal incidence. 

Heuss,’ in 1928, observed that the sudden onset of cold weather 
associated with dampness, increased the number of cases of 
eclampsia, but if the cold was sustained this incidence fell again. 
Gyllensvard’s’ résumé in 1930 showed increased frequency in the 
spring, while in 1931 Von Konard* found that eclampsia was 
more frequent in cold and damp climates when the atmospheric 
humidity is increased. In Bombay, during the first half of the 
year, there were 81 cases, while during the second half the 
incidence was 99. The latter half of the year in Bombay was 
damp and cold owing to rains and winter setting in, 
but there is no difference in the incidence of eclampsia, when 
we take into consideration the higher number of confinements 
taking place during the same period. The proportion of con- 
finements during the first half of the year was I to 1.26, and 
that of the incidence of eclampsia was I to 1.22. September 
had 28 and January 21. The lowest incidence was in the month 
of March (Table II). 


TABLE II. 
Seasonal variation of eclampsia. 


Month Jan. Feb. Mar. April May June July Aug. Sept. Oct. Nov. Dec. 





No. of 
eclampsia 21 12 8 10 17 13 17 16 28 
No. of 
Mortality 4 I I 3 7 2 3 I 


N 
te 
N 
_ 


No record for three. 
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Race. 


Of the 184 cases which I have been able to scrutinize 116 
were among Hindus, 40 in Mohammedans, 26 in Christians, and 
1 in Parsees. There was no cast entered in one case (Table ITI). 
It must be noted that Parsees had their own communal hospitals, 
and very few Parsees took advantage of the facilities offered by 
the hospitals mentioned above. 


e 


Diet. 


The small incidence of eclampsia during the war years of 
1916 to 1919 was believed by Davidson and Douglas Miller’ to 
be due to diminished amount of meat and such proteid material 
in the nation’s diet. In 1929 Ellerbrock* found that in the area 
where the main diet of the people was meat and fat the incidence 
of eclampsia was 7.12 per cent. In another area of heavy con- 
sumption of meat and fat its incidence was 15 per cent in 700 
births. During the war eclampsia declined in Germany. I found 
(Table III) that of the 184 cases, 138 were among the non- 
vegetarians and 47 among the vegetarians, which bore out the 
above statement. 


TABLE III. 
Eciampsia in relation to community, diei and habit. 
Mohomme- Non- Sedent- 
Hindu dan Christian Parsee Vegitarian Vegitarian Active ary 
Number ... 116 40 26 1 47 138 127 60 
Mortality ... 20 6 3 Oo 8 22 _ _ 


17.24% 15% 11.53% 17% 15.94% 


Habit. 


It has been said that plethoric women who eat more and 
take no exercise are more liable to suffer from toxaemia. Our 
analysis (Table III) showed that 127 cases occurred in active 
women and 60 in those of sedentary habits. All women working 
as mill hands, labourers, and women of the menial class were 
active and the rest sedentary. The higher incidence among the 
active women might be accounted for by the very bad atmo- 
sphere and unhygienic conditions under which they worked in 
the mills during the day and rested in the slums during the night. 
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TABLE IV. 


Incidence according to age. 


Age... .... ... Below 15 15-20 21-25 26-30 30-35 35-40 Above 4o 


Number... ... 3 101 43 24 II 2 — 
Mortality ... 3 16 9 5 2 I oom 


Per cent ss 100 15.8 23.3 20.8 18 50 ~- 


At 18th year—31 cases with 5 deaths—16.1%. 
At 2oth year—43 cases with 7 deaths—16.3%. 
Records not available in 11 cases. 


Age. 

The greatest incidence of 101 cases (Table IV) occurred 
between the ages of 15 to 20 years. At the eighteenth year there 
were 31, while at the twentieth year 43 cases occurred. Below the 
age of 15 there were three, and as the age advanced beyond 20 
the incidence decreased. At the age of 35 to 40 there were 2, 
and no case was recorded beyond 4o. Mudliar’s youngest 
patient was aged 15 years and his oldest was 45. 


Gestation. 


The incidence was lowest before the sixth month of pregnancy 
and highest at term, as can be seen from Table V. 


TABLE V. 
Mode of delivery. 


Undelivered Natural Induction Instrumental Total 


Number... ... 2 107 10 44 162 
Mortality... 2 12 2 8 — 








No records for 30. 


Incidence in relation to period of gestation. 


Before 


Time ... .... 6 months 7th 8th oth Term 
Number _... 7 29 42 39 58 





No record for 17. 
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Parity. 

Eclampsia occurred most frequently in primigravidae (Table 
VI) and decreased as the number of pregnancies increased. Of 
the cases reviewed 113, or 61.4 per cent, were primigravidae, 24 
during the second pregnancy, 24 during the third pregnancy, 
eight in the fourth, eight in the fifth pregnancy, two in the sixth, 
two in the seventh, and one in each of the eighth, ninth, and 
tenth pregnancies. No case occurred during pregnancies subse- 
quent to the tenth. Davidson and Miller gave an incidence of 
75 per cent among primigravidae, Eden of 70 per cent; 
Steininger® in 1927 found 80 per cent among the primigravidae, 
and 20 per cent in multiparae. He found the disease most 
common in the second pregnancy and rare in the sixth and later 
pregnancies. Our findings are in conformity with those of 
Mudliar, who gave 139 of 220, 63.1 per cent among primi- 
gravidae and a reduced number as parity advanced. One of 
his cases occurred during the fourteenth pregnancy. 


TaBLe VI. 
Incidence in relation to Parity and Severity. 





Parity I Wat iv V Vi VIE Vil Ix x 





Number 113 24 24 8 8 7 d no record 
Per cent of for one 
incidence 61.4 13 13 4.34 4.34 1.08 1.08 0.54 0.54 0.54 
Mortality 20 3, 36) “2 2 o 8 800O oO I I 

Per cent of 

mortality 17.7. 12.525 25 25 

Mild... 66 no record 

for 2 

Mortality 14 
Severe ... 36 

Mortality 6 





Incidence in relation to labour. 


Eden’s figures for the incidence of ante-partum, intra-partum, 
and post-partum eclampsia were 61.5 per cent, 19.2 per cent, 
and 19.3 per cent respectively. Our figures showed that there 
were 72 per cent (Table VII) ante-partum, 20.7 per cent intra- 
partum, and 7.3 per cent post-partum. The incidence was 
greatest during pregnancy and least during the puerperium. 
Mudliar’s figures were rather striking in that the intra-partum 
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occurrence of the complication was as high as 46.8 per cent, 
while the ante-partum and post-partum incidences were 27.7 per 
cent and 25.5 per cent respectively. Waldstein Edmund"’ re- 
ported 117 cases at the Frauen Hospiz in Vienna which showed 
II ante-partum cases, 61 intra-partum, and 45 post-partum. 


TABLE VII. 
Incidence in relation to Labour. 
Mortality Severity 


-  ——— — —_ —_ a" a en eo ‘ sicaateedaiiaiidababibiiiiaeii csinneiaaiiepilacaadniiga 


Ante-partum ... ... ... 54 


Post-partum 

7:3% 66.6% 
Intra-partum ... ... ... 34 

20.7% 





No records for 20 cases. 


Severity. 

Presenting the report on eclampsia to the British Congress 
of Obstetrics and Gynaecology, in 1922, the London Committee 
submitted their conclusions that the following seven phenomena 
were signs of danger, coma, pulse-rate over 120, temperature 
above 103 F., number of fits greater than 10, urine which 
became solid on boiling, absence of oedema, and a systolic 
blood-pressure above 200 mm. Hg. When a patient exhibited 
any two of the above signs the case was grouped as a severe one. 
The figures submitted by various committees agreed on all 
points except that of oedema, and hence, as Eden commented, 
it was decided that that sign should be left out for the purposes 
of classification of severity. Since then the above modified 
standard has become a recognized one all over the world. Based 
on this standard we found that I00 cases were mild and 62 
severe, while we were not able to classify 22 cases for want of 
proper information (Tables VI and VII); 39 per cent of the 
cases for which information was available were severe. Of the 
severe cases as big a number as 84.4 per cent were ante-partum, 
while 12.5 per cent were intra-partum, and only 3.1 per cent 
post-partum, showing that the severity was greatest during preg- 
nancy and least during the puerperium. 
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Mortality. 

Of 192 patients 41 died, giving a gross mortality of 21.3 
per cent. For want of proper information we have not been 
able to find out the corrected mortality. The years of 1931 and 
1932 (Table I) had very heavy mortalities. Of the 41 fatal 
cases 29, or 70.7 per cent, were during those two years; the 
total number of cases of eclampsia during those two years was 
85. The mortality for those two years was 34.1 percent. During 
these two years Bombay was much disturbed by riots and civil 
disobedience. The disorganized system of life, change in diet, 
unbalanced mind and emotional disturbances, difficulties to 
reach hospitals in time, might have helped to increase the inci- 
dence and the mortality. 

The mortality during the first period of 18 months with which 
the inquiry deals was 12.5 per cent, and during the last similar 
period it was 10.4 per cent. During half the year 1934 there 
were 21 cases of eclampsia with no mortality. All figures of 
mortality have been gross and if the detailed information as to 
the actual cause of death was available the death-rate from 
eclampsia would have been lower. The analysis clearly shows 
that the mortality has decreased considerably during the last 
two years. 


Seasonal mortality. 

The records of 31 of the 41 fatal cases were available to 
indicate seasonal mortality (Table II). The highest mortality was 
of seven in the month of May, four each in January and 
October. During the other months of the year the mortality 
varied from one to three. The mortality was higher during the 
first than during the second half of each year. It was difficult 
to decide why it was so. 


Race. 

The mortality among Hindus was 17.24 per cent, 15 per cent 
among Mohammedans, and 11.55 per cent among Christians 
(Table ITI). 


Diet. 

The mortality among vegetarians was 17 per cent and among 
non-begetarians 15.94 per cent. Though the incidence among 
the vegetarians was lower than among the non-vegetarians, the 
mortality was higher among the former. One would pause 
to think whether the vegetarians had a lower vitality than others 
(Table ITI). 
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Age. 

It was a striking feature that the period between the 15 and 
20 years had the highest incidence, the mortality rate during 
that period was lowest, 15.8 per cent (Table IV). Below the 
age of 15 years the mortality was 100 per cent, while above the 
age of 20 the mortality increased as the age advanced. The 
mortality between 20 and 30 years was 50 per cent. At the age 
of 18, with an incidence of 38 cases, the mortality was 16.1 per 
cent, and at the age of 20 years, with an incidence of 43, the 
mortality was 16.3 per cent. 


Parity. 

Among the primiparae the mortality was 17.7 per cent; 
during the second pregnancy it was 12.5 per cent. It then 
increased as parity increased (Table VI). 


Type. 

Of the ante-partum cases 20.3 per cent died (Table VII); 
15.9 per cent of the intra-partum, and 66.6 per cent of the post- 
partum cases. The high incidence in the post-partum cases was 
contrary to the general conception. 


Severity. 
Of the 100 mild cases there were 21 per cent of deaths, while 
in 62 severe ones the percentage was 25.4 (Table VI). 


Prognosis. 

The prognosis and severity of the cases of eclampsia were 
usually based on certain clinical features, which were not always 
accurately known for want of proper and exhaustive records. 


Oedema. 

The findings of the London investigating committee were that 
those cases in which there was no oedema the mortality was 
great. Others believed that this was not so. Of the cases under 
review 57 had oedema, i.e. 28.9 per cent (Table VIII), while one 
usually found in Bombay a big majority of cases with oedema. 
Of the 57 cases 28 were mild and 29 severe. The mortality was 
12.28 per cent. 


Albuminuria. 

Albuminuria had been recorded in I09 cases, with a mortality 
of 12.84 per cent. There were 60 mild and. 49 severe cases 
(Table VIII). 
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TABLE VIII 


Oedema. Albuminuria. Coma, 


No. Mild Severe No. Mild Severe No. Mild Severem 
57 23 29. «+. FO9 60 AQ... 5 5 40 
Mortality ... 7 —_ — .. 4 — — 5 — — 
Per cent ... 12.28 — — ... 12.84 — — .. WIL — _ 


Blood-pressure. 

The blood-pressure was recorded in g1 cases. Of these as 
many as 69 had a systolic pressure of 120 to 170 mm. Hg. There 
was one case with 201 to 210 mm. Hg.; one of 250; in two cases 
the systolic blood-pressure was less than 120 mm. Hg. (Table 
IX). The incidence of eclampsia with each rise of 10 degrees 
from 120 to 170 had not made much difference and the mortality 
was more with first two rises of Io mm. than with subsequent 
rises up to 200 mm. These findings were rather contrary to 
those of other observers. In women having a blood-pressure 
between 120 and 150 mm. Hg. 30.8 per cent died, while those 
having a blood-pressure between 150 and 200, 28.6 per cent died. 
Above 200 mm. Hg. the mortality was 50 per cent. The minimal 
blood-pressure recorded was 118 mm. Hg. and the maximal was 
250 mm. Hg.; both these patients died. 


TABLE IX. 
Eclampsia in relation to blood-pressure. 


Blood: ; 120 13 141 151 161 171 181 191 201 211 221 231 241 above below 
pressure. 130 140 150 I60 170 180 190 200 210 220 230 240 250 250 120 








No. 14616 8 1615 8 8 231—— — I — 2 
Mor- 
tality ..6 6 — 2 4 3 4 I ———— I — 2 
Per 


cent 42.9 37.5 — 12.5 26.6 37.5 50 50 — — — — 100 100 


No record for ror cases. 


Fits. 

Eclampsia has been defined by Bethel Solomons’® as the 
occurrence of fits in a pregnant or puerperal woman which would 
not have occurred if she had not been pregnant, while Williams 
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defined it as an acute toxaemia occurring in pregnant parturient 
and puerperal women which was usually accompanied by clonic or 
tonic convulsions. Mudliar found in his cases that about 90 per 
cent of women had fits. We have not been able to find out this 
quite definitely as mention was not made in the records of the 
absence of fits. We found that 57 per cent had fits. Of the 105 
cases with fits of which records were available, 30.5 per cent died 
(Table X). Of the cases in which there were less than eight fits, 
20 per cent proved fatal, while those in which more than eight 
fits occurred the mortality was 75 per cent, thus showing that the 
prognosis in a case with more than eight fits is very grave: 58 
cases of mild type and 47 of the severe type had fits. Davidson 
found that the mortality in cases with less than five fits was 
14 per cent, between five and 12 fits it was 78 per cent, with 
over 12 fits 50 per cent. 


TABLE X. 
Fits in eclampsia. 





No. of fits I 2 3 4 5 6 7 8 Q 10 ITI 12 13 14 15 16 17 18 19 20 20 Total 








No. of cases 12 13 19 10 10 13 6 2 4 








23 21%I—— 2 I1—— 4 105 
Mortality... — 5 5 3 I 23I— 42 t31%3m1I— I1—-— 2——— 4 ~= 32 
1) Cs ee 01015 4 672 1 3-—-——— eee ee KF — 58 
DOVEEG 5.sicc 2346464 112232CTtiI-—- 2CTt—-— 4 47 

Mortality in cases having 1 to 8 fits ... 20 per cent. 

Mortality in cases having more than 8 75 per cent. 

Highest number of fits ina case ... ... 0 2... 26 

Lowest number in a case vam ist Ne “tle Nee ol 

Coma. 


Forty patients were admitted in an unconscious state. Of 
these five died (Table VIII). This shows that the depth of coma 
in cases occurring in Bombay was not great. 


Temperature. 

The temperature was not usually raised when the fits began, 
but it rose subsequently. Of the 127 patients from which records 
of the temperature could be collected, 26 did not have any fever, 
yet there were five deaths among these patients (Table XI). In 
35 patients the temperature remained below too F., in 26 it was 
tor’ F. to 103'F., and in Io it rose above 103°F. In each of the 
first two groups two patients died, and in patients with a tempera- 
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ture above 103°F. three patients died. The temperature did not 
seem to form an important feature for the prognosis except that 
a temperature above 103°F. was grave. 


TABLE XI. 
Temperature in eclampsia 


Below Between Between Above 


Temp. Normal 100 100—1IOI I0I—103 103 
INOS CARES) ...00.0355 26 35 a7 29 10 
Mortality  ......03. 5 2 2 2 3 


Pulse in eclampsia. 


Below Between 


90 90—120 120 
No. cases 

studied ...... vlieg 69 41 

Mortality ...... 2 7 5 





Pulse-rate. 


The pulse-rate was below go in 17 patients, of whom two 
died; it was between go and 120 in 69 patients, of whom seven 
died (Table XI). The pulse-rate was higher than 120 in 41 
patients, of whom five died. We thought this information was 
not enough to make any dogmatic statements beyond the fact 
that the quality of pulse is of more importance than the fre- 
quency. 


Mode of Delivery. 


Two patients died undelivered (Table V). In 107 cases labour 
was spontaneous, with 12 deaths, giving a percentage of I1.2. 
Labour was induced in 10 cases, with two deaths. In 44 cases 
the child was delivered instrumentally with eight maternal 
deaths, or 18.1 per cent. It was clear from the above figures 
that the best results were obtained in cases in which labour was 
spontaneous. Eighteen of the patients delivered at term died, 16 
in whom labour was premature died, and there was no record of 
the duration of the pregnancy in two cases. One patient was 
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delivered by Caesarean section, which proved fatal; the indica- 
tion for the operation was pelvic contraction. In the rest of the 
instrumental cases the forceps was used to deliver the child. 
Rupture of membranes was the method used to induce labour. 


Treatment. 
The methods of treatment adopted could be classified as 
(1) Rotunda; (2) Stroganoff; (3) mixed; (4) magnesium sulphate. 


TABLE XII. 
Methods of treatment. 


| 
| 
| 
| 





2 = 
es 2 2 
o r= o g & Oo. ~ & = ~~) => 
09 B oy 2 S ae os = €& 3s 
2§& vd = 9 39 os SS BS 
es aa 5 = 5:5 & Dk ok 
Rotunda ......... 95 66 2 19 24 25-3 32 33-4 
Stroganoff ...... 10 —- -— — 3 30 7 70 
MEEROG: 6355..0000 38 28 6 10 3 7.9 16 42.1 
Magnesium 
sulphate ...... 9 5 2 4 I 1I.1 1 II.1 


The Rotunda method. Of 95 cases treated by the Rotunda 
method (Table XII), 66 were confined spontaneously, 19 were 
instrumental deliveries, of which one, by Caesarean section, 
and has been mentioned above. There was no record for 10 
cases. Labour was induced in two cases. Of the 95, 24 mothers 
died, while there was no record for three, giving 25.3 per cent 
mortality for mothers; the foetal mortality was 33.4 per cent. 
Calcium gluconate was given by injection in eight cases, two ot 
which proved fatal. 

Stroganoff’s method. This method was used in Io cases (Table 
XII). The mortality was 30 per cent, while the foetal mortality 
was 66.6 per cent; the forceps was used in one case. 


Mixed methods were adopted in 38 cases, of which three 
proved fatal, a mortality of 7.9 per cent (Table XII). 
The foetal mortality was 42.1 per cent. The forceps was applied 
nine times with two deaths. Labour was induced in six cases. 
One case of placenta praevia was successfully treated. Mixed 
treatment has given the best results. 

Magnesium sulphate. This drug was used by injection in nine 
cases, with one death, giving a maternal mortality of I1.1 per 
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cent; the foetal mortality was also 11.1 per cent. There were 
four cases in which the forceps was used, and labour was in- 
duced in two cases. Venesection was done once, and that case 
proved fatal. The number of cases treated was too small to draw 
any conclusions, but the method deserved a good trial. 


Foetal Condition. 


Of 192 eases there was no record for 18. Of the remaining 
174, 103 babies were born alive and 71 were stillborn, giving the 
percentage of 59.2 of live births and 40.8 of stillbirths. Of the 
live births 30 per cent died within the first 10 days. 
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A Rare Uterine Anomaly 


BY 
H. De Sa, M.D., F.C.P.S., M.C.O.G. 


Hon, Gynaecologist and Obstetrician, The King Edward 
Memonal Hospital, University of Bombay. 


THE partial fusion of the Miillerian ducts is probably the most 
frequent atavism to which the human body is subject. 

After reviewing the literature, an attempt has been made to 
classify uterine anomalies as follows: 


1. Anomalies of default— 
(a) total absence of the uterus (uderus deficiens) ; 
(b) apparent absence of the uterus (uterus rudimens) ; 





2. Anomalies of number— 
(a) didelphic uterus (uterus duplex separatus cum vagina 
separata) ; 


Anomalies of shape and partition— 


Bicornute uterus— 

(a) double bicornute uterus (uterus duplex bicornis cum 
vagina septa) ; 

(b) double uterus with two cervices (uterus bicornis 
bicollis) ; 

(c) bicornute uterus with a single cervix (uterus bicornis 
unicollis) ; 

(d) bicornute arched uterus (uterus arcuatus) ; 


i) 





Bilocular uterus— 

(a) septate or biocular uterus (uterus septus duplex); 

(b) bilocular corporeal or cervico-corporeal uterus (uderius 
septus uniformis) ; 

(c) bilocular uterus with one cervix (ulerus septus uni- 
collis) ; j 

(d) bilocular uterus with septate cervical canal (uterus 
septus unicorporeus) ; 

(e) uterus with double external ora (uterus biforis supra 
simplex) ; 

(f) heart shape uterus (uterus untpartitus) ; 
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Uterus unicornis— 


(a) uterus with one horn only (uterus unicornis sino ullo 
rudimeto cornu alteris) ; 

(b) uterus with one horn, with a rudimentary horn on the 
opposite side (uterus unicornis excavatus cum rudi- 
mento cornu alteris) ; 


4. Anomalies of the uterine canal— 


(a) congenital obliteration of the cavity of the body of the 
uterus ; 

(b) complete imperforation of the uterus (uterus plein); 

(c) imperforation or stenosis of the cervical canal; 

(d) imperforation or stenosis of the external os; 

(e) imperforation or stenosis of the internal os; 

(f) incomplete union of the cervical canal; 


5. Anomalies of volume— 
Uterine atrophies— 


(a) primary atrophies; foetal uterus, infantile uterus, 
pubescent uterus ; 


Uterine hypertrophies— 


(b) uterine gigantism and hypertrophy of the vaginal 
cervix. 


The anomaly to be described belongs to group 1 (b), but it 
differs from it in that there was arrest of the development of 
the uterine cervix. 

Mrs. X., a Hindu, in November 1933, was referred to me for 
amenorrhoea and sterility. 


The history. She was 21 years old. Her childhood and 
puberty were uneventful. The uncle, who was a medical prac- 
titioner accompanied her, and stated that she had been a healthy 
child and that he did not remember her having suffered any 
illness worthy of mention. She had never menstruated nor did 
she complain of any menstrual molimina. She was married at 
19. He further stated that some gynaecologists had examined 
her and assured him that her uterus was absent. 


The examination. She was fairly well developed and ex- 
hibited all the feminine characteristics ordinarily seen in a 
woman of her age. The breasts, vagina and vulva were well 
developed. There was no evidence of any endocrine deficiency. 
The vagina was normal on palpation, but the vaginal cervix 
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uteri could not be felt. A small body, the size and shape of the 
distal phalanx of a thumb, was felt and there appeared to be a 
little space between the body of the uterus and the vaginal vault. 
With the speculum the vaginal vault was seen to be smooth and 
to have a dimple in its centre. An opening could not be seen 
in the dimple. The possibility of an atresia of the upper vaginal 
wall was considered and dissection of the upper end of the 
vagina, in the hope of exposing the external os, was decided 
upon. On the 17th of November, under general anaesthesia, 
dissection of the upper end of the vagina failed to reveal 
any opening. The vagina was packed with gauze soaked with 
mercurochrome. The pack was replaced every 24 hours. On 
the seventh day a second attempt was made to find an opening. 
A tiny bead of mucus was then found projecting from the centre 
of the dissected vault. A probe could be introduced easily for 
about 1} inches into the small body of the uterus felt previously. 
Having detected the tract, the canal was dilated to the size of a 
No. 3 Hegar’s dilator and the vagina was packed with gauze. 
Fig. 1 illustrates the anomaly detected. 


The patient was discharged on the 29th of November. A 
hystero-salpingograph was taken on the 2nd of December. 
There was considerable difficulty in injecting the uterus with 
lipiodol. The vulsellum, which had to be applied to the vaginal 
vault to steady the canula, tore off the tissues several times. 
Fig. 2 is the hystero-salpingograph which shows the small uterus 
overdistended with lipiodol. 


During the week after her discharge the patient was given a 
course of antuitrin S and theelin (P.D. & Co’s). The stock 
of antuitrin being limited at the time, the patient had only four 
hypodermic injections, each of 100 rat-units, of antuitrin S every 
other day and six injections of theelin in between. 


In the month of May the father informed me that his daughter 
was pregnant. I was surprised that pregnancy should have 
occurred so quickly, since she was discharged from the hospital 
on the 29th of November and was now six months pregnant. 
An examination of the patient disclosed a uterine pregnancy. The 
vaginal cervix was replaced by a dimple at the vault of the 
vagina which admitted the tip of the index finger and through 
which the supravaginal cervix could be defined, which was 
rather thin and narrow. Speculum examination showed the 
usual changes of pregnancy, and at-the centre of the dimple a 
mucous plug was seen closing the external orifice of the canal. 
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The patient went to term without any incident. Labour began 
on 14th September. The head was well down in the pelvic cavity. 
After about 12 hours of labour, with fairly good and regular 
pains, the external opening admitted only the tip of the index 
finger. Because of the anomaly of the cervix and in the interest 
of the child, Caesarean section was performed on 15th Sep- 
tember. The cervical canal was dilated from above with some 
difficulty and a stout rubber tube introduced into the canal 
and pushed down into the vagina until it projected out of the 
vulva. The infant, a boy, weighed six pounds. The convales- 
cence was uneventful. The child is now 13 months old and 
well developed. The mother has been in good health since the 
operation. Ten months after the Caesarian section the patient 
had her first period, which lasted for three days; the flow was 
normal in quantity. There was not any pain or discomfort. She 
has since menstruated regularly every month. 


The patient was examined after the first period and the uterus 
was found to be normal in position and size. The vaginal 
cervix was very small, just sufficient to allow the use of vul- 
sellum. A hystero-salpingograph was taken at the end of the 
examination. Fig. 3 shows the size of the uterus 10 months after 
the Caesarean section. 


Evidently the patient conceived within 12 days after she left 
the hospital. It is difficult to understand that a rudimentary 
uterus with such a thin wall (Fig. 2) could so develop as to 
contain a full-time foetus. 


Failure of the ovaries and extragenital sex glands during 
puberty to strike a normal functional balance is said to result 
in partial arrest of the genital development and in menstrual dis- 
orders, but, even if this hypothesis be admitted, what could have 
activated the ovaries or the sex glands so very rapidly and to 
such an extent, so as to bring about such a marked change in 
the uterus ? During the week following the operation, the patient 
received only 400 rat-units of antuitrin S and 300 rat-units of 
theelin. Could this small dose of hormones have brought about 
such a change ? 


For the last three or four years I have used both antuitrin S 
and theelin in various doses, proportions and combinations, and 
for a long time in cases of infantile, or undeveloped uterus, with- 
out any appreciable results. I have sought in vain the solution 
of the interesting problem exhibited by the case described. Could 
any of our colleagues very kindly enlighten me ? 
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On the Axial Rotation of Cysts of the Fallopian Tubes 
Tumours 


BY 
Doctor N. B. PAPIKOFF. 


From the Gynaecological Section of the Second Soviet 
Hospital of Taganrog (Russia), U.S.S.R. 


PRIMARY axial rotation of the Fallopian tube is a very rare 
phenomenon. The first published case was operated upon by 
Morris in 1891. 

The cause of axial rotation of cysts of the Fallopian tube, 
compared with that of axial rotation of ovarian tumours, depends 
upon the different methods of attachment of the Fallopian tube 
and ovary, the latter being more- mobile than the former. 
Cysts of the Fallopian tubes being in the great majority of 
cases of inflammatory origin, lose their mobility, being fixed 
to surrounding structures by adhesions. 

The dimensions of the distension of the Fallopian tube must 
first be considered; for, it goes without saying, the more 
voluminous is the tumour the sooner axial rotation can take 
place. If we add here cases with the greatest length of the 
pedicle, when sactosalpinx arises in the peripheral end of the 
tube, and also cases with a thin, hollow pedicle—which, accord- 
ing to Cathelin, is a necessary condition—the causes predisposing 
to the primary axial rotation of the Fallopian tube will be 
clear. (Kadygroboff.) 

The sactosalpinx, growing by degrees, rises from the true 
pelvis into the abdominal cavity where it remains in a state 
of unsteady equilibrium and the effects of such a movement 
as an intra-abdominal pressure, peristaltic or antiperistaltic 
movement of the intestines, periodical filling and emptying of 
the rectum, and especially of the bladder, alterations of the 
volume of the pregnant uterus, delivery and post-parturitional 
changes are sufficient to cause axial rotation. Kadygroboff, 
analysing the histories of 49 patients, 36 of whom had been 
pregnant, found axial rotation in 28 cases. 

Moukhina reported eight cases of pregnancy out of a total 
number of nine cases. 

To the causes predisposing to axial rotation, the insufficiency 
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of the abdominal walls after child-birth may be added. 
(Dmitrieff.) 

Heil and Benthin cite cases of axial rotation of the Fallopian 
tube after a blow, a fall, or during exercise. 

The axial rotation is most often met with between the ages 
of 30 and 40, that is, during the period of sexual activity. The 
earliest age at which axial rotation has been observed is 20, 
the latest 49. 

Up to the year 1906 there were 49 cases of axial rotation 
collected by Kadygroboff, and one case his own. Thomson, in 
the same year, reported nine cases not mentioned in Kady- 
groboff’s work, and one case his own. In 1926 Dmitrieff 
reported two cases of his own. In all, 60 cases have been 
reported in medical literature; my case is the sixty-first. 

For reasons unknown, in the great majority of cases the 
axial rotation was in the right Fallopian tube. Kadygroboff 
reported 26 cases on the right side out of the total number of 
36, in which the affected side was mentioned. In my case the 
right tube was the one affected. 

The dimension of the distended Fallopian tube varied from 
the size of a hen’s egg to that of the new-born child’s head. 

The colour of the outer surface of the tube was either dark- 
red or bluish-black, the colour depending partly on the haemor- 
rhage which took place into the tubal wall, and partly on the 
stagnation of the blood in the vessels. The thickness of the 
pedicle varied from that of a goose-quill to that of the umbilical 
cord. The number of twists varied from a half to four and a half. 
In my case the number of twists was three and a half. The 
rotation of the pedicle is either from right to left, or from left 
to right. 

The contents of the Fallopian tube in most cases was altered 
blood; in one case it was thin blood; in others blood-clots; in 
some, blood-stained fluid. 

Axial rotation of the Fallopian tubes has never yet been 
diagnosed before operation, since clinically it does not present 
any characteristic. 

Two kinds of axial rotation are to be distinguished: the slow 
rotation and the sudden one. If the axial rotation is slow, there 
are pains which arise from the torsion of the pedicle; leucorrhoea 
or metrorrhagia also appear. If the axial rotation is sudden, pain 
of an acute, sharp and colicky nature is present, mounting nearly 
to a swoon; sometimes the pain is in the abdomen and loins, 
and it is aggravated during defaecation and urination. 
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Less frequently the slow axial rotation is met with, as in my 
case. 

If the axial rotation is acute, the condition of the patient is 
grave, suggesting appendicitis or obstruction of the intestines; 
the abdomen is often very much swollen and very tender; con- 
stipation and the absence of flatus are marked. With chronic 
axial rotation such symptoms and signs are absent. Acute axial 
rotation may easily be confounded with conditions causing sharp 
pain in the lower part of the abdominal cavity like appendicitis, 
acute intestinal obstruction, rupture of a pyosalpinx, and axial 
rotation of an ovarian cyst. Axial rotation of the Fallopian tube 
may be confounded with acute obstruction of the intestines, but 
only at the beginning of the disease. The characteristic sign of 
rupture of a pyosalpinx is the disappearance of the tumour; 
the temperature will be higher, and symptoms of peritonitis will 
appear. 

The greatest difficulty in diagnosis is to differentiate between 
axial rotation of the Fallopian tube and that of an ovarian cyst. 
In the cyst the tumour is large, it is more mobile, rounder in 
shape, occupies a higher position, and has a smoother surface. 

Chronic axial rotation is still mere difficult to diagnose since 
it does not give rise to any marked symptoms. 

Axial rotation of the Fallopian tube is a serious complication, 
and the prognosis is grave, for the contents of the tube may 
suppurate, and necrosis and rupture of tube wall results. Such 
a result occurred in Henning’s case when the patient died 
because the tube ruptured into the bladder and the rectum. 
Considering the gravity of the condition and the difficulty in 
diagnosis, the only treatment giving a good result is operation; 
statistics show a mortality of four per cent. The operation in the 
majority of cases was per abdomen. 


Case. The patient, E.E.B., was aged 30 years and married; she had 
had one full-time child, two premature children and five miscarriages. She 
was brought on the 14th of July to the Gynaecological Section of the 
Second Toganrog Soviet Hospital by the medical ambulance. She had been 
married when 16 years of age. The last confinement was in 1928, the last 
miscarriage in 1929. Menstruation began at 11 years, and recurred every 
four weeks for seven days; abundant blood was lost, with pains at the 
beginning of menstruation. The last menstruation began on the gth of 
May; she had previously had metritis and adnexitis; her present illness 
began on the 23rd of June, 1930, when she felt colicky pains in the sides of 
the lower part of the abdomen, especially on the right, sometimes trans- 
mitted into the subcostal region. Urination was difficult and sometimes 
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painful. She had had six paroxysms of illness and metrorrhagia, the blood 
being of a dark colour. She was well nourished, and her heart and kidneys 
were normal. The abdomen was soft, slightly tender above the pubis. 
The thymus gland was well developed. The signs of pregnancy were not 
present. On bimanual examination the cervix of the uterus felt 
spindle-shaped, normal in consistence, closed and directed backwards. The 
body of the uterus was slightly enlarged, anteverted and anteflexed, of nor- 
mal consistence, sharply limited in its mobility. Behind the uterus there was 
felt a tumour the size of a fist, elastic in consistence and fixed, oblong in 
shape, with a smooth surface; it was tender. To the left of the uterus there 
was a little tumour. The temperature was normal; the pulse-rate 78 to 85. 

The case was thought to be one of extra-uterine pregnancy. I diagnosed 
a hydrosalpinx. 

On the 11th of August an operation was performed under general 
anaesthesia. The abdomen was opened in the middle line. No serous liquid 
or free blood was found in the abdominal cavity. The right Fallopian tube 
was the size of a fist, of a dark-blue colour. Having delivered the tube from 
the pouch of Douglas the axial rotation of three and a half turns was dis- 
closed. The ovary was normal. Both Fallopian tubes were removed; the 
pedicles were peritonized with the round ligaments. In the left tube there 
was serous liquid. Recovery resulted. 

The pathological report on the right Fallopian tube was as follows: The 
free end of the tube was dilated in the shape of a bag. The contents were 
blood-clots. 
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Exposure to the Violet Ray as a Prophylactic Agent to 
the Nipples in the last month of Pregnancy. 


BY 


E. K. Macietian, M.D., F.R.C.S. (C.), F.C.O.G. 


Professor of Obstetrics, Dalhousie University, Halifax, Canada. 


For several years I have been interested in seeking some means 
of preventing nipple troubles in the earlier days of lactation. 
During this time many applications have been tried with little 
or no success. 

Painful and cracked nipples are so frequently encountered 
and they are so distressing to the patient that nursing often 
cannot be continued. Women during pregnancy, the puer- 
perium and lactation are usually in a highly nervous state. 
Anything which adds to their troubles is otten the last straw. 
Many women simply refuse to stand the pain incident to nursing. 
Treatment of the sore and cracked nipple is most unsatisfactory, 
because each subsequent nursing constitutes an additional assault 
and battery to the already traumatized tissue. The benefit of any 
healing which has taken place since the previous nursing is lost. 
For two or three years treatment of the cracked and painful 
nipple was tried by means of exposure to the air. A warm 
flannel cover for the breast with two small apertures to permit 
exposure was provided. This was used continuously during 
the day, except when visitors were admitted. There seemed to 
be a decided improvement in the results by this method over 
older methods of treatment. This suggested the use of the ultra- 
violet ray as a prophylactic agent. About two years ago I 
started using exposure to the violet ray in the cases of all private 
patients admitted to the Halifax Infirmary. Dr. C. M. Jones, 
radiologist, has carried out the treatment. Dr. Jones gives from 
six to eight treatments depending on whether the patient is of the 
blonde or brunette type. He starts with one and a half minutes’ 
exposure at 40 inches and gives treatment three times a week, 
working up to 10 minutes’ exposure per treatment. Only the 
nipple and areola are exposed. 

Since starting this treatment, in not one instance has there 
been even the slightest trouble, some 50 patients having been 
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treated to date. In the case of one patient who came under my 
care a few days before term, because her physician had died, 
the treatment was not given. After delivery she quickly 
developed very painful and tender nipples. Up to this time the 
violet ray had not been used except for prophylaxis. However, 
it was decided to see what reaction would follow, and a treat- 
ment was given. After the first treatment nursing was accom- 
plished without the slightest discomfort. The patient was then 
given the usual prophylactic course and had no further trouble. 

I should very much appreciate having anyone interested try 
50 or so cases with a similar number untreated as a control 
group, and should be very grateful for a report by other 
observers, particularly in regard to prophylaxis, but also as an 
adjunct to other means of treatment. 


ACKNOWLEDGMENT. 

Dr. B. P. WIESNER omitted to state in his article ‘“The Post- 
Natal Development of the Genital Organs in the Albino Rat,”’ 
published in Vol. xli., pp. 867—922, and Vol. xlii., pp. 8—78, 
that the cost of the illustrations was defrayed by the Carnegie 
Trustees.—EDITOR. 


291 








Dr. John Fairbairn 
A former Editor of this Journal. 


On March 5th, Dr. Fairbairn, on his resignation of the office of 
Chairman, presided for the last time at the meeting of the Central 
Midwives Board. Miss Pollard, the senior member of the 
Board, on behalf of her colleagues, presented Dr. Fairbairn with 
a George III silver tankard, together with an appreciation of 
his services signed by the members of the Board. The apprecia- 
tion was as follows :— 


The members of the Central Midwives Board desire to 
record their high appreciation of the kindliness and courtesy 
with which John Shields Fairbairn, Esq., Master of Arts and 
Bachelor of Medicine of the University of Oxford, Fellow of 
the Royal College of Physicians of London, Fellow of the 
Royal College of Surgeons of England, Master ef Midwifery 
of the Society of Apothecaries, ex-President of the British 
College of Obstetricians and Gynaecologists, has acted as 
their chairman during the past five years. They recall that 
he has been a member of the Board since 1918, and has taken 
an active part in its deliberations throughout that period. 

They admire the immense efforts he has made to improve 
the status of midwives and midwifery in this country, and 
assure him that the success which is now crowning those 
efforts is largely due to his eloquent and persistent advocacy. 

They wish to express to him their warmest wishes for 
many happy years of the leisure which he has so richly 
earned. 


In the evening a dinner was given at the Langham Hotel, 
London, W.1, by over roo of their friends in honour of Dr. and 
Mrs. Fairbairn, on the occasion of their leaving London for their 
home at Lossiemouth. Sir Ewen Maclean, who presided, pre- 
sented Mrs. Fairbairn, on behalf of the hosts, with a silver rose 
bowl. 


292 






































WILLIAM BLAIR-BELL 














Obituary 


WILLIAM BLAIR-BELL 


Some of us heard the tragic news a few hours after the com- 
pletion of the College Council meeting, on February 25th. 
On Monday, the 27th, the London Times recorded: 


“Dr. William Blair-Bell, Emeritus Professor of Obstetrics 
and Gynaecology at Liverpool University, of Eardiston 
House, West Felton, Shropshire, collapsed in the train when 
returning home from London on Saturday. He was taken to 
the Royal Salop Infirmary, where he was found to be dead. 
He was 65.”’ 


Thus, in somewhat crude introductory brevity the recital of the 
status and demise of a very remarkable man. Were it not: for 
its loneliness—for he loved the company of friends—it is, perhaps, 
the end he would have chosen: the sudden switching of light 
and power from life’s activities rather than the prelude of sunset 
and evening star. 

As a conspectus of his career to find place in our Journal } 
like the following :- 


“The son of Mr. William Bell, M.R.C.S., he was educated 
at Rossall, where he was afterwards appointed a member of the 
council, and at King’s College Hospital, London, where he 
gained various prizes and scholarships, graduated B.S. and M.D., 
London University, and was elected F.R.C.S. (Eng.), and a 
Fellow of King’s College. In 1905 he was appointed to the staff 
of the Royal Infirmary, Liverpool, where he ultimately became 
consulting gynaecological and obstetrical surgeon, and was 
elected president in 1935. From 1921 to 1931 he held the pro- 
fessorship in these subjects at Liverpool University, and retired 
with the title of Emeritus Professor. 

“Dr. Blair-Bell was Arris and Gale lecturer and _ later 
Hunterian Professor at the Royal College of Surgeons, Ingleby 
Lecturer at Birmingham University, and Lloyd Roberts Lecturer 
at Manchester University. He was awarded the John Hunter 
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medal and triennial prize by the Council of the Royal College 
of Surgeons, and the Astley Cooper prize, for original work on 
the pituitary body. His services to gynaecology were many and 
varied, and he was active in the work of many professional 
societies and institutions. In rg11 he founded the Gynaecological 
Visiting Society of Great Britain, and he was chairman of the 
foundation committee and first president of the British College 
of Obstetricians and Gynaecologists; past-president of the section 
of Obstetrics and Gynaecology of the Royal Society of Medicine, 
of the North of England Obstetrical and Gynaecological Society, 
and of the Liverpool Medical Institution; chairman of the execu- 
tive committee of the British Congresses of Obstetrics and 
Gynaecology; and an honorary fellow or member of various 
medical societies, both British and foreign. He was formerly a 
member of the board of directors of the Journal of Obstetrics 
and Gynaecology of the British Empire; his book ‘‘The Principles 
of Gynaecology,’’ reached a fourth edition in 1934; and he con- 
tributed to Watson Cheyne’s and Burghard’s ‘“‘System of Opera- 
tive Surgery’’ and to other combined works, as well as many 
papers to professional journals. 


“In cancer research Dr. Blair-Bell will be remembered for 
his introduction of treatment by chemical agents, especially by 
the intravenous injection of colloidal lead. In November 1925 he 
delivered an address on the results which he had obtained to the 
Toronto Academy of Medicine. He stated that out of 200 cases 
treated, mostly hopeless, 50 were well, and the late Dr. Adami, 
Vice-Chancellor of Liverpool University, in commenting on Dr. 
Blair-Bell’s address, said that so many cases had been cured that 
the work done in Liverpool could not be kept private any longer. 
He pointed out, however, that the treatment was dangerous and 
had to be used with very great care. Unfortunately it cannot be 
said that the method adopted has altogether realized the high 
hopes which were at first entertained. 


‘Dr. Blair-Bell was honorary consulting director of the 
Liverpool Medical (Cancer) Research Organization, and he edited 
“Some Aspects of the Cancer Problem’’ (1930), and contributed 
papers on malignant disease to medical journals. 


“Dr. Blair-Bell was an Honorary LL.D. of Glasgow and 
Liverpool, an Honorary Fellow of the American College of 
Surgeons, and a Commander of the Order of the Star of 
Rumania. He married his cousin, Miss Florence Bell, but she 
died in 1929, leaving no children.’’ 
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OBITUARY 


This impressive record of recognitions and achievements 
represents a very heavy commitment of his time and energy. 
But one felt he was ever ready to enter vigorously upon further 
enterprises which enlisted his interest. 

His work on cancer, of which Professor Walter Dilling has 
given a most interesting account in a recent issue of the Lancet 
(February Ist, 1936), focused for some years much of his 
endeavour. 

This sphere of his work brought him some anxieties. He was 
disappointed at the lack of general acceptance of his views, and 
when the inevitable public demand arose for information in con- 
nexion with a new method of cancer treatment, some ethical 
problems were raised. 

His attached friend, the late Sir Robert Jones, was, however, 
always available for help and advice, and I remember on one 
occasion when I was in Liverpool, being invited to discuss some 
of these matters with them. I was much impressed by the many 
evidences of the firm friendship which existed between these two 
men, in many ways so different from each other. The illness and 
earlier decease of Robert Jones was an irreparable loss to Blair- 
Bell, both in counsel and comradeship. 

Blair-Bell was as easy to please as a guest as he was charm- 
ingly insistent as a host, and it was, naturally, in his adopted 
city of Liverpool that one gained the most vivid impressions of 
his radiant energies, together with their corresponding activities 
and the reactions thereto of friends and critics. Friend and 
critic, indeed, were often one and the same person, and nothing 
pleased him better than an intense discussion on a topic of keen 
interest. So far as I am aware, he did not allow, in more than 
one or two instances, even fundamental differences of opinion, or 
misunderstandings, to imperil and still less to rupture friend- 
ships, and I do know that the one or two instances in which 
estrangement occurred caused him the deepest regret. 

It was, no doubt, the cardiac malady handicapping the later 
years which tinged his keenness with a measure of impatience, 
and almost cancelled the role in which, in brighter days, he was 
at his best and in which his friends liked him most, that of ‘‘the 
Happy Warrior.”’ 

In the days of his fuller activities one could not but notice the 
effortless ease with which he enlisted the devoted help of sub- 
ordinate staff and junior colleagues in the laboratories and class- 
rooms, and of the nursing staffs in the hospitals, private and 
public, which he served so brilliantly. 
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The traditional hero-worship of the medical student and the 
camaraderie of colleagues in the club and common-room were 
his, in full measure, as well as the esteem of his fellow-citizens. 

It was in Liverpool I saw a good deal of his surgical crafts- 
manship. This included meticulous care in preparation and 
detailed planning in all but routine operations. His technique 
was perfect and his dexterity remarkable, notwithstanding the 
absence of the second finger of the left hand—the result of a 
severe septic infection during the war years. He would meet 
unexpected operative complications with an overcoming tenacity 
of purpose which was exemplary, and even when physically 
unfit the same quality would carry him through where men of 
less calibre might fail. 

Some of our American and Canadian colleagues will recail 
the joint meeting of their Gynaecological Club and our Gynaeco- 
logical Visiting Society in Liverpool in 1926. Blair-Bell had 
arranged a heavy full-day programme of demonstrations and 
major operations which, though himself suffering from urgent 
symptoms accompanied by a high temperature, he carried 
through to the end with scarcely a falter. He could not be dis- 
suaded and, as the sequel proved, the.effort cost him much. 
But it was a remarkable exhibition of his dominant will prevailing 
over very difficult conditions. 

I think, however, it was as our Group leader in the Gynaeco- 
logical Visiting Society that we appreciated Blair-Bell most. He 
rejoiced in undisputed captaincy. Particularly in our trips 
abroad, his buoyant gaiety, his rather simple sense of humour, 
and the unrestrained chaffing of confident friendship were in- 
fectious and pervading. These, with other retrospects of our 
tours, bind together in an enduring and treasured memory. 

But he would not allow the professional purpose of our visits 
to be lost sight of. He was among the foremost in our discussions 
and as unsparing as any of us in criticism or praise of what 
we saw. 

In matters concerning the Gynaecological Visiting Society 
dress occasions, as later in the framing of our College cere- 
monial, he was a stern ritualist. The man without the white 
tie at a Gynaecological Visiting Society dinner was in like case 
with the man without a wedding garment. 

Especially, perhaps, the first generation of the Gynaecological 
Visiting Society cannot fail to remember him gratefully as its 
founder. Certain it is that the Society has saved many from the 
dulling effect of routine and complacency in their own immediate 
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spheres, and by the pooling of experiences, the inspection of 
actual work in various centres at home and abroad, and the free, 
unfettered and unreported critical discussions thereon, our 
branch of the art and craft of medicine has been benefited. 

The membership of the parent society being limited at any 
given time in point of numbers—not arbitrarily but for reasons 
of practical utility—the junior society has come into being and 
is producing parallel results. 

It was, however, at a business meeting of the Gynaecological 
Visiting Society that an enveloping movement to include those 
practising our branch of medicine found expression in the con- 
ception of the establishment of a British College of Obstetricians 
and Gynaecologists. It was no merely academic proposition. 
Rather was it the product of an evolutionary process within the 
profession which, at last, was thus to find outward and visible 
sign. It was this fundamental reason for the phenomenon which 
those outside and in opposition failed to grasp. The remarkably 
rapid development of the Fellowship and Membership of our 
College, at home and overseas, cannot be interpreted otherwise 
than by regarding the College as having met an essential need 
at the right time. 

The opposition to its establishment in the early stages, undis- 
cerning though it was, raised formidable difficulties which stirred 
up Blair-Bell’s combatant qualities in high measure and con- 
fronted him as chairman of the foundation committee. 

I never heard him claim to have been the first to raise the 
proposal that such a college should be established—a distinction 
which belongs to Fletcher Shaw—but when once the die was cast 
he was indefatigable and relentless in pursuit of the objective. 

Focusing his amazing energies, under his guidance obstacles 
were Overcome, swept aside, or circumvented until, in the end, 
ably supported by Shaw and others, he won through to become 
our first President and benefactor. 

Few would be inclined to assess Blair-Bell’s status in gynae- 
cology as being head and shoulders above his compeers, but 
that it was outstanding and international none will deny, and 
assuredly his memory will be for all time enshrined in the College 
House, wherever situate. In his will and testament, as yet un- 
published, certain of the bequests affecting the College may elicit 
differing opinions as to whether they are well designed to ensure 
the fulfilment of his wholehearted purpose—the advancement of 
the College’s prestige and development, immediate and future. 
But when, in due course, the bequests are made known, they 
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will best be judged in the well-founded belief that such, in fact, 
was his purpose. 

After his retirement from the Chair at Liverpool University 
he became increasingly fond of country life at Eardiston House, 
his place in Shropshire where, as he wrote to Walter Chapman 
in December last, he felt comfortably ‘‘on the shelf’’ save for a 
few ‘‘decorative jobs.’’ He was fond of his gun and very fond 
of his dogs. The black spaniel, ‘‘Rogue,’’ was an especial 
favourite and almost an inseparable companion. 

It was but a mile or two from Eardiston that he was buried. 
The service in St. Chad’s Parish Church was simple and impres- 
sive, the little building being filled with relatives, friends, repre- 
sentatives of the University, the Southern Hospital, with other 
Liverpool Institutions, the Royal Colleges, and many Fellows 
and Members of our own College, including the President, 
Treasurer, and Honorary Secretary. 

During the service it chanced that a shaft of sunshine for 
some moments rested on the gown and cap he had worn as 
President and which, in accordance with his desire, lay on the 
casket. 

In the churchyard after the committal, wending our various 
ways, one could not but think of his great repute as enhancing 
with the passing years, and of himself as peacefully resting ‘‘until 
the day break and the shadows flee away.”’ 


Ewen J. Maclean. 


THE death of Professor Blair-Bell came as a great shock to his 
friends, for he died suddenly in the train on his way home to 
Eardiston, after attending a meeting of the Executive Committee 
of the Congress at which he appeared to be in his usual health. 
He was found apparently asleep in his carriage, and it was 
evident that the end had come quietly and peacefully. It had 
long been known that his life was precarious, but there had not 
been any recent change in his cardiac condition, and he died as 
he had wished, with all his physical powers still responsive to his 
will and with his splendid intellectual faculties undimmed by age 
or illness. The main outlines of a career crowded with effort 
and crowned with achievement are well known to the gynaeco- 
logical world, for his writings, researches and _ professional 
activities have made the name of Blair-Bell a household word. 
He made great contributions towards the gynaecological progress 
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of his own generation, and he is assured of a niche in the Temple 
of Fame, but it is too soon to assess the abiding value of his 
work and the ultimate decision must be left to the verdict of 
posterity. 

Liverpool has every right to claim Blair-Bell as one of her 
most distinguished sons, for although he studied medicine in 
London (and was ever ready to acknowledge the debt he owed to 
his teachers at King’s College) he was born and bred in the 
North Country, educated at a public school in Lancashire, and 
spent the whole of his active professional life in Liverpool. Soon 
after taking his degree he returned North, and after a short 
time in general practice was appointed to the staff of the Royal 
Infirmary as Assistant Gynaecological Surgeon. 

Here Blair-Bell came under the influence of F. T. Paul, 
Robert Jones, and later Adami, and began a lasting friendship 
with those distinguished men. At the outset of his career, he 
drew up a programme for present and future research work 
and he wrote down on a piece of notepaper, which is still extant, 
a memorandum showing that he intended to direct his attention 
to two main subjects, the physiology of the ductless glands and 
their influence upon the female sex organs, and the investigation 
of cancer. 

To this end Blair-Bell devoted himself with a restless energy, 
a relentless determination and a tireless purpose which never 
abated throughout his whole life; and whether he was working 
in hospital, the University, or in connexion with his cancer 
organization, he never allowed any obstacle or illness to interfere 
with his progress towards his objective. Some of his early 
researches were conducted in collaboration with other workers, 
but his temperament was not suited to the dual control implied 
by a scientific partnership. His intense individuality of outlook 
and supreme confidence in his own opinions, made it almost 
impossible for him to subordinate his views to those of other 
peop‘e, and his best work was carried out either by himself alone 
or in conjunction with a team of which he was the acknowledged 
leader. 

Towards the solution of any problem Blair-Bell brought to 
bear an immense industry, meticulous attention to detail, com- 
plete knowledge of the literature, and above all a highly trained 
mind which was rapier-like in its swiftness of perception. In 
spite of his intuitive faculties, he did not allow himself ta leap 
to a conclusion, and his opinions were not formed without much 
thought and deliberation, but when his mind was once made up 
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he held to his convictions with the utmost tenacity, and the 
writer is unaware of any instance in which he completely changed 
his point of view or seriously modified his original opinion. With 
such a temperament he was bound to clash with those who 
opposed his views, but although he engaged in many contro- 
versies and was sometimes a severe critic, and occasionally a 
harsh one, he was never intentionally hurtful or unfair, and if 
he hit hard, he was always ready to take punishment himself. 
In so far as such polemical conflicts gave him an opportunity for 
the exercise of his logical and literary faculties, he enjoyed them, 
and he entered the arena with the zest for battle, but he was not 
activated by any desire for personal aggrandizement, and he 
derived but little pleasure from the downfall of a worthy oppon- 
ent. At the same time, he could not bring himself to tolerate 
scientific heresy, and he was completely fearless in his attempts 
to expose what he considered to be a false doctrine. 

Blair-Bell regarded himself in some senses as a crusader— 
his work for the College was indeed a crusade—and when his 
motives were misunderstood and his ventures miscarried or 
excited an opposition which he could not understand, he would 
hide his disappointment under a proud bearing which concealed 
his real feelings. But if he was occasionally hard on others, he 
was always hardest on himself, and he subjected his life to a 
rigorous self-discipline which was never relaxed. He was con- 
scious of his own gifts, but he had no vain pride in his own 
powers of attainment. He was never satisfied with the quality of 
his own work, and he constantly strove for higher standards and 
greater achievements. His output of work was enormous, and it 
may truly be said of him that he never wasted a moment. 

The daily routine in Liverpool included hospital and consult- 
ative practice with much operative work, professorial duties in 
the University, clinical teaching in the hospital, daily supervision 
of his research workers, a sedulous attention to correspondence, 
and a daily, or rather nightly, examination of the literature 
(which, like his correspondence, was never allowed to fall into 
arrears); and all the time there was a constant stream of literary 
work from his indefatigable pen. He was most punctilious in 
his acknowledgment of letters, and rarely omitted to reply by 
return of post; so particular was he upon this point that on the 
very day he returned from America, with the accumulation of six 
weeks’ work awaiting his attention, he yet found time to send to 
the writer a personal acknowledgment of an insignificant reprint 
which had been sent to his house during his absence. 

300 


JOURNAL OF OBSTETRICS AND GYNAECOLOGY 





Ti ww Se Ye 


be ee ee 


or EFF Hn = £«j+«& 


aXe 





OBITUARY 


As a teacher, Blair-Bell was lucid and interesting, and by 
many generations of students he was regarded with feelings of 
the deepest respect and admiration, tinged with awe, and he was 
variously and affectionately known as ‘‘The Professor’, ‘‘B.B.’’, 
or ‘‘The Author’’, and for years ‘‘Author’s Modification’ was a 
stock-phrase in the medical school. The form of his lectures and 
his lecture-material were both admirable, and although he was 
admittedly a gynaecologist rather than an obstetrician, and dwelt 
much upon evolution, genetics, and the scientific aspect of his 
subject, he always aroused the interest of his students and held 
the complete attention of the class. 

As a clinical teacher Blair-Bell had less scope, and in the 
out-patient department, the wards, or the operating theatre, he 
concentrated his attention upon the welfare of the patient and 
the principles and technique of treatment in a manner which 
appealed most to the post-graduate. On his retirement from the 
University he was presented by the undergraduates with his 
portrait in oils, an almost unprecedented honour, which pleased 
him greatly. He was a constant supporter of many learned 
societies, and he rarely attended a meeting of the Liverpool Medi- 
cal Institution, the North of England Gynaecological Society, or 
of the Royal Society of Medicine without taking some part, and 
generally a prominent one, in the discussion. He always spoke 
with authority and arrested the attention of his audience, but his 
unquestionable gifts of exposition and debate were qualified by 
the low tones of his voice, which did not carry well, and his 
public speaking never reached the flights of oratory. 

As a leader in his own department in the hospital or the 
University, Blair-Bell was an inspiring example, although he was 
always severe upon his nurses, assistants, and junior colleagues, 
and never easy to please, for he set a standard which was all but 
unattainable. He had a most stimulating and provocative effect 
upon his staff from whom he was able to extract the last ounce 
of effort, and his personal keenness aroused feelings of enthu- 
siasm and loyalty even from those who were most conscious of 
their inability to meet his demands. 

Whatever the abiding value of his work may be, Blair-Bell 
has left an indelible mark upon his own school and upon all those 
who have had the privilege of working under his aegis. He was 
a dreamer and visionary, but equally a man of action, and 
many of his dreams—his books, the Gynaecological Visiting 
Society, the British College of Obstetricians—came true in 
his own lifetime; and perhaps his most cherished vision of the 
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conquest of cancer may some day take form and substance out 
of the methods and researches which he has bequeathed to us. 

This stumbling tribute to his genius would be incomplete, if 
not misleading, unless some reference were made to the more 
personal qualities which entered into the composition of his 
fascinating and enigmatic character. His physical appearance 
was truly distinguished, and he could never be mistaken for an 
ordinary man. It is impossible to do justice to the refinement of 
feature and the concentration of expression which made up the 
intellectual beauty of his face, or to convey any adequate 
impression of the dynamic force pent up in his spare but grace- 
ful and athletic frame and the vitality which overflowed into 
his restless movements. 

As a host, Blair-Bell was the very essence of courtesy and 
consideration, and with his few intimate friends he was always 
a sparkling and delightful companion. He was ever ready to 
provide facilities for those who desired to visit his clinic, and he 
never missed an opportunity for entertaining the many foreign 
surgeons who came to see his work in Liverpool. In his own 
home, and most of all at Eardiston where he spent his happiest 
years, he gave himself lavishly to his guests, and there he dis- 
played a thoughtfulness and indeed a tenderness which brought 
to light a surprising and unsuspected depth ot feeling. 

Blair-Bell loved children and animals and quickly gained, 
and retained, their confidence and affection by his patient under- 
standing of their wants and difficulties. He delighted in the 
companionship of a child, and was never happier than when he 
was demonstrating to one of his young visitors the wonderful 
accomplishments of his beloved spaniels. In the charming old 
English setting of Eardiston he followed with the greatest 
enthusiasm the pursuits of the country squire, and here, in his 
quiet house and garden, his conflicts forgotten, he revealed him- 
self as the perfect host, the lover of animals and the friend of 
children. 


And so, his journey ended, it was fitting that he should be 
brought to the little Shropshire churchyard, and after a service 
touching in its dignity and simplicity, laid to rest in the midst 
of the country that he loved so well .. . 


May he rest in peace. 


Leyland Robinson. 
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WITH the passing of Blair-Bell, Medicine loses one of its most 
acute brains and arresting personalities. 

With his youthful figure and ascetic face, crowned with 
thick, iron-grey hair, and lit by piercing blue eyes, Blair-Bell 
could not pass unnoticed in any society. His eager, penetrating 
mind explored every aspect of his branch of medicine, but of all 
his activities the one which will form his most permanent mem- 
orial is the British College of Obstetricians and Gynaecologists. 
To this he gave for many years the full vigour of his mind 
and body, and but for his vison, energy and courage, this College 
even if it had been founded, would have been but a pale shadow 
of its present self. 

From the time when he was persuaded that the foundation 
of a College was feasible he threw all the energy of his mind and 
body into the task, and there can have been few days in the 
remainder of his life when the College was absent from his 
thoughts. 

He became chairman of the first committee, then of the signa- 
tories, and when at last registration was obtained and the 
College founded, he became the first President. 

His vision saw a great College ranking side by side in equality 
with its older sisters—the Royal College of Physicians and the 
Royal College of Surgeons—and doing for Obstetrics and Gynae- 
cology what they had done, and were doing, for Medicine and 
Surgery. 

He saw the College as a corporate body embracing all obstet- 
ricians and gynaecologists, not only of this country, but of the 
whole Empire, and he saw it as something more than a mere 
examining and registering body. It was to be a living force, an 
inspiration and a guide to all its members. 

For this reason he developed its ritual and insisted that this 
should be carried out in due form. He persuaded the Council 
to adopt a coat of arms—largely devised by himself—and it was 
only after a struggle with the College of Heralds that he was 
allowed to use one of the emblems which appears on this coat. 
It gave him puckish joy to insert his own motto as the motto of 
the College without, as he thought, anyone noticing it! 

He persuaded the Council to insist that each newly elected 
member is formally admitted by the President, and publicly 
swears to the oath of the College which Blair-Bell himself had 
composed. To make this and other ceremonies more impressive 
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he invented robes for the President, Fellows and Members—and, 
still more remarkable, he persuaded those concerned to wear 
them ! 

Ritual is never far removed from both the sublime and the 
ridiculous, and to carry out an age-long ritual with impressive- 
ness requires dignity and feeling. To devise a new ritual and 
to carry it out in the presence of many who were openly 
scornful, in a manner so impressive that for the future it became 
part of the College, required the greatest gifts of courage as well 
as those of ability and dignity. Those of us who beheld them will 
never forget the impressiveness of the first admission ceremony 
in Glasgow, the first public ceremony in London when Honorary 
Fellows were admitted and two were welcomed in their own 
languages, with neither of which Blair-Bell had much acquaint- 
ance, and the culmination of his presidency when the new home 
of the College was opened by their Royal Highnesses the Duke 
and Duchess of York. 

All this, which is now part and parcel of the corporate life of 
the College, demanded confidence as well as consummate art, but 
before this stage was reached the College owed much more to his 
courage and pertinacity than is generally known. In the early 
days many would have been satisfied with some form of associa- 
tion, and it required much determination to insist that anything 
short of a College would be useless. A little later there was an 
attempt to curtail the ultimate activities of the College, and there 
is no doubt that registration would have been obtained earlier 
and more easily if this had been agreed to. So fierce was the 
fight that many would have conceded this point in order to get on 
with pressing work—but not so Blair-Bell. Not only was it to be 
a College or nothing, but it was to be a College entirely un- 
fettered and unrestricted in its development. 

The movement for establishing this College began in the pro- 
vinces, and it was realized by all that, if it was to retain the 
loyalty of the provincial members, the management must never 
pass wholly into London hands. At first, meetings of the College 
were held in the provinces as well as in London, but finally it 
became obvious to all that the College must have a home, and 
that the home must be in the metropolis of the Empire. To be 
convinced was with Blair-Bell merely a prelude to action. Many 
schemes were devised and many properties examined, until at 
last, realizing that none of the suggestions would come to fruition 
during his presidency, he found a suitable house in 58 Queen 
Anne Street, and bought it himself. During his lifetime he was 
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paid interest on the purchase money, but a deed was signed 
whereby the property passed unfettered to the College on his 
death. 

Blair-Bell was a man ever to burn the candle at both ends, 
and during the last few years perhaps more than ever, as he 
knew that the number of his days was limited. 

To a man of his temperament time was always short. His 
vision was so limitless, his enthusiasms so great, that life—how- 
ever long it had been extended—could never have allowed him 
to reach his goal. 

That the College had reached the position it had by the end 
of his presidency, a position which the most enthusiastic and 
optimistic could not have hoped for in this short time, was 
due in no small measure to his leadership and zeal. 

To such a man life is not easy. That visionary goal must be 
reached, neither himself nor his friends must be spared. Any 
who failed to see his visions or faltered on the way, or pursued a 
line divergent from his own, were thrust aside, not from any 
conscious disloyalty or unfriendliness, but because, for the time 
being, his whole soul was absorbed in his great ideal. 

Needless to say he made enemies—that this was so, surprised 
no one more than himself, and he was very hurt when any friend 
took exception to his criticisms. The expression of his views, 
sometimes very personal expressions, were made with the object 
and not the person in mind, and they were made with no inten- 
tion of giving a personal wound. And yet no one was more sus- 
ceptible to criticism than himself, or more hurt at the disagree- 
ment of friends. 

Blair-Bell did not readily wear his heart on his sleeve, and 
it was only a few intimate friends who were aware of the depth 
of feeling below the surface. For eight years he and I worked 
intimately and incessantly together for the establishment of this 
College, and during all this time not a word of unfriendliness 
passed between us. Often we disagreed about details and always 
he was ready to discuss the point and often to adopt it. There 
can have been few partnerships carried through such long and 
strenuous times with such complete singleness of purpose: a 
partnership which began with acquaintanceship and ended with 
deep personal friendship. 

To see Blair-Bell at his best, however, was to see him with 
young people, especially youths and young men. Never didactic 
or superior, he drew from them their best, as they did from 
him. Sport, games, work, philosophy of life—all discussed with 
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them as equals and with a charm and humour which made him 
irresistible. My own boys loved him, as did all young people 
brought into contact with him, and the sad part was that he had 
no young people of his own. There will be many young as well 
as old hearts saddened at the passing of B.B. 


W. Fletcher Shaw. 


Tue President of the British College of Obstetricians and 
Gynaecologists has given a detailed record of the work accom- 
plished and position attained by William Blair-Bell, and the 
onerous task of reaching a just assessment of a highly complex 
personality has been assigned to me. Lord Dawson’s description 
of him at the Annual Dinner of the College in November last as 
‘‘the restless, lovable torch-bearer who never forgot—or allowed 
anybody else to forget—that he was bearing a torch,’’ together 
with the words in the Lancet (February Ist, 1936), ‘‘Blair-Bell 
was of the stuff from which great men are made,’’ appear to be 
the most appropriate and concise summaries. In the stuff that 
went to Blair-Bell’s make-up was included, among others, some- 
thing from the pioneer, the dictator, and the visionary. He was 
certainly many-sided—a delightful and interesting companion; 
courageous and without fear of responsibility or opposition; a 
keen fighter, often rushing into the controversies of others as 
well as his own, and as eagerly with an intimate friend as with 
an unknown stranger. 

His intellectual attainments, learning and industry, deservedly 
earned for him an influential position in his branch of medicine 
in this country and beyond it. His strength lay in his driving 
power and the singleness of purpose with which he pursued his 
immediate objective regardless of opposition and often with a 
ruthlessness that was immune to the feelings of those who stood 
in his way. His complete confidence in himself relieved him 
from any doubt or hesitation regarding his views and actions, 
but the pity was that he lacked the faculty of appreciating the 
point of view of those who did not see eye to eye with him. He 
was an autocrat to the last, but his enthusiasm was infective,’ 
and those who accepted his lead and could work with him were 
carried along by it. By his example and zest he accomplished 
much, but at undue cost to himself, in wear and tear, entailing 
loss of health and sometimes estrangement of friends from 
needless troubles arising from his uncompromising attitude. 
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But men of his calibre succeed where the more easy-going 
fail, and Blair-Bell’s energy and push enabled him to do more 
than any other single individual in the foundation and establish- 
ment of the British College of Obstetricians and Gynaecologists, 
which will be a lasting memorial of his striking and forceful 
personality. Handicapped as he was by the serious condition 
from which he died, he continued to the end to exercise a weighty 
influence on all professional matters. That influence will urge 
others to continue what he began, and his name and his great 
services to British Obstetrics and Gynaecology will not be for- 
gotten. 

John S. Fairbairn. 
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British College of Obstetricians and Gynaecologists 


The Quarterly Meeting of the Council was held on Saturday, 
January 25th, 1936 in the College House, with the President, 
Sir Ewen J. Maclean in the Chair. 


The President reported that the following address had been 
sent to H.M. King Edward VIII :— 


To the King’s Most Excellent Majesty, 


The Humble address of the President, Fellows and 
Members of the British College of Obstetricians and 
Gynaecologists. 


May it please your Majesty, 

We, Your Majesty’s loyal subjects, the Members of the 
Council, Fellows and Members of the British College of 
Obstetricians and Gynaecologists, resident in all parts of the 
British Empire beg humbly to present our duty and respect- 
fully to offer our expression of heartfelt sorrow and sympathy 
upon the bereavement that has fallen upon Your Majesty, 
Queen Mary, and the other Members of the Royal Family by 
the death of our illustrious and well-beloved Sovereign King 
George. 

We beg leave dutifully to tender to Your Majesty — 
Congratulations on Your accession to the Throne and devoutly 
to pray that Your Majesty’s reign may be long, tranquil and 
prosperous. 

Signed on behalf of the British College of Obstetricians 
and Gynaecologists. 


(Signed) Ewen John Maclean, 
(President) 
(Signed) William Fletcher Shaw, 
(Honorary Secretary). 


The President reported that the outline of a scheme for a 
National Maternity Service had been submitted to the Minister 
of Health. 

The Report of the Investigation into the use of Analgesics 
suitable for administration by Midwives was passed. 
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BRITISH COLLEGE OF OBSTETRICIANS AND GYNAECOLOGISTS 


The following were elected to the Membership of the 


College :— 


Alan John Stewart Lawson Boyd - - 
Mildred Isabel Ealing - - - - - 
Barton Gilbert - - 2 2 = = 
Stanley Henderson - - - - - 
Edwin Holmes - - = - = © 
Charles Roy MacDonald - - - - 
John Sinclair MacVine - - - - 
Thomas N. MacGregor 
Stanley Devenish Meares- - - - 
Elizabeth Main Moore - - - - 
Frederick Walter Giffard Nash - 
John Gregory O’Donoghte - - - 
Patrick Playfair - - - - - - 
Anthony Watson Purdie - - - - 
Cleveland Patrick Scott - - - - 
Edward Solomons - - = = = 
William Ralph Winterton - 
Bryan Leslie Jeaffreson - - - - 


The following were admitted to the 
College in absentia : — 


Israel Goldberg - - - - - - 
Presley Archer McLeod - - - - 
Cyril MacDonald Plumtre - = 
Harold Rowntree - - - - - - 


South Africa. 
London. 
London. 
Liverpool. 
Hove. 
Sheffield. 
London. 
Edinburgh. 
Sydney. 
London. 
Bedford. 
Melbourne. 
London. 
Glasgow. 
London. 
Dublin. 
London. 
Leeds. 


Membership of the 


Cape Town. 
Ontario. 
Madras. 


Lahore. 





British College of Obstetricians and Gynaecologists 


At the Quarterly Meeting of the Council held recently the 
following were elected to the Fellowship of the College:-— 





Jack Roland Stanley Grose Beard - Adelaide 
Alexander Ernest Chisholm - - - Dundee 
John Francis Cunningham - -  - Dublin 
Constance Elizabeth D’Arcy- - - Sydney 
Ernest Chalmers Fahmy- - -  - - Edinburgh 
Margaret Fairlie - - - -  - Dundee 
John Gardner - - - - -  - Glasgow 
Robert Lance Impey -~ - Cape Town 
Robert Aim Lennie - - - + Glasgow 
Hilda Nora Lloyd - - - -  - Birmingham 
Rupert Eric Magarey -~— - Adelaide 
John Chassar Moir - -  - += London 
William Foster Rawson - - + Bradford 
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BOOK REVIEWS. 


‘‘Report on an Investigation into the use of Analgesics suitable for Adminis- 
tration by Midwives.’’ British College of Obstetricians, 58 Queen Anne 
Street, London, W.1. Price 1/. 


At the request of the National Birthday Trust Fund, the British College 
of Obstetricians and Gynaecologists has carried out an investigation to 
ascertain if there is any form of analgesia which can be used, with safety 
and success, by a midwife in the absence of a qualified medical practioner. 

This investigation was carried out in maternity hospitals and in the 
obstetric departments of teaching hospitals, since in these adequate medical 
supervision and facilities for the necessary observation and accurate 
recording of results are most readly available. The obstetric surgeons 
of 36 hospitals accepted the invitation to take part in the investigation. 
The following methods were adopted for investigation: chloroform capsules, 
the Christie Brown chloroform inhaler, the Mennell chloroform inhaler, the 
Minnitt gas-and-air apparatus, and the administration of paraldehyde per 
vectum. 

The records of nearly 10,000 cases have been studied and classified 
into three main groups, namely:—(1) when nitrous oxide and air were 
administered; (2) when chloroform was administered; and (3) when 
paraldehyde was administered. 

. 

I. NirRous OxIDE AND AIR. 

Nitrous oxide and air were administered with the Minnitt apparatus 
to 3,865 patients, and in 627 of these an additional anaesthetic was 
employed, mainly on account of some obstetric difficulty. 

Nitrous oxide and air were thus administered to 3,238 patients without 
any supplementary anaesthetic or analgesic. In this series there were three 
maternal deaths which could not in any way be attribufed to the analgesia. 

Among the 627 patients to whom an additional anaesthetic was 
administered there were six maternal deaths, and in each case the death was 
due to some serious obstetric difficulty, and was not attributable to the 
administration of the gas and air. 

The stillbirth rate, when the Minnitt apparatus alone was used, was 
2.0 per cent. When used by a sister, staff-nurse or pupil-midwife this 
rate was 1.2 per cent. The higher stillbirth rate in patients treated by 
medical practitioners is accounted for by the fact that the difficult cases 
which have required such an attendance are associated with a relatively 
high stillbirth rate. When, because of some obstetric abnormality, a 
full anaesthetic was adminstered, the stillbirth rate was 4.3 per cent. The 
stillbirth rate for the whole series, however, shows that the nitrous oxide 
and gas administered by Minnitt’s apparatus does not involve any added 
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risk to the foetus, and the low stillbirth rate when the analgesic was 
self-administered, or administered by a pupil-midwive, indicates that suck 
an administration does not call for special skill other than that which 
may be acquired by a midwife during her period of training. The number 
of patients in whom obstetric interference was necessary is an indication 
of the degree to which the normal forces of labour were interfered with. 
In the series of 3,865 this was 8.4 per cent (delivery by the forceps 
alone being 6.6 per cent) and since these figures compare favourably with 
the interference-rate in ordinary practice, the conclusion is justified that 
the administration of nitrous oxide and gas by Minnitt’s method does not 
‘have any deterrent influence on the natural course of labour. 

The records of the patients who received analgesia from the Minnitt 
apparatus have been analysed, as regards the efficacy of the method, as 
follows :— 





per cent. 
Satisfactory A OMe Ce ee 0. 
Doubtful ReGen Fatieg 0 Neos aes Seeee ween tees 5.3 
Unsatisfactory Kee Gee. olvgs: Ween. mse => Fegeu, eeepee 

100.0 


An investigation was further made into the relative efficacy of this 
form of analgesia when self-administered, or when administered by persons 
of varying degrees of experience. The proportion of patients in whom 
satisfactory analgesia was obtained with various classes of administrators 
is set out in Table I. This table contains an analysis of 3,238 cases in 
which the Minnitt gas-and-air apparatus was used without any additional 
anaesthetic or analgesic. 


Taste I. 
Percentage of 
Administered by the:— Total cases. satisfactory cases. 
Patient herself eebaneon a bank uae 1,086 88.0 
Pupil-midwife or medical student ... 553 81.4 
Certified: midwife ...0 0.0.0 0 sss ess 797 7S | 
Medical practitioner tien Stites 802 82.8 
CONCLUSIONS. 


The conclusions reached are: 

(1) This investigation proved that the administration of gas and air by 
the Minnitt apparatus is safe for use by midwives in hospital, provided 
that a recent examination of the patient by a medical practitioner has 
not revealed any contra-indication thereto. 

(2) The use of this apparatus should be restricted to those midwives 
who have had a special training in its use, and who have shown them- 
selves capable of managing it. Such a training could be carried out 
concurrently with that for the certificate of the Ceneral Midwives’ Board 
when the proposed longer period of training is adopted. For those midwives 
who already hold the C.M.B. certificate, a special course would be required. 
The reasons for stressing the importance of a long training are that-it 
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requires considerable experience to learn the essentials of obstetric analgesia. 
Furthermore, experience in mechanical adjustments, and in the changing 
of gas cylinders is essential if the machine is to work efficiently. 

(3) Gas and air administered by the Minnitt apparatus produces satis- 
“factory analgesia during labour in a high proportion of patients. Some- 
times, however, there is a restlessness and difficulty in controlling the 
patient; therefore, it is essential that one other responsible person should 
be present in addition to the midwife in charge of the case. 

(4) Further experience is necessary before the suitability of the Minnitt 
apparatus for domiciliary practice is proved, as this investigation has been 
carried out only in hospitals where additional help was always readily 
obtainable. 

(5) Owing to the weight and bulk of the apparatus, transport must 
present serious difficulties if used in domiciliary practice, but it is possible 
that the wider use of light cylinders and further simplifications of the 
apparatus may go far to solve this problem. 

(6) Minnitt’s apparatus presents certain mechanical difficulties, which 
have necessitated the return of the apparatus to the makers. While due 
regard must be given to those difficulties, it may be possible to overcome 
them, once there is a sufficient demand to stimulate mechanical improve- 
ments. It must be borne in mind, however, that a certain amount of 
mechanical aptitude would still be required to change cylinders of gas, 
and to make minor adjustments. Such adjustments involve the use of a 
spanner, and the frequent inspection of washers and joints. 

(7) The cost of the apparatus is a handicap to its general use. Apart 
from the initial expense, the cost of the nitrous oxide is high. Moreover, 
there is a serious risk of wastage owing to the fact that, as the apparatus 
is now constructed, leakage may occur at many places unless constant 
attention is given to minor adjustments. 


II. CHLOROFORM. 

In the majority of cases, chloroform analgesia alone was used, but 
in the case of some patients it was necessary, because of some obstetric 
abnormality, to supplement the analgesia with general anaesthesia. Thus, 
for each method the patients have been divided into two groups, and 
the maternal deaths in each group have been recorded in Tables II and 


III. 


Tasie II. 
Analgesia plus 
Analgesia alone. General Anaesthesia. 
Method. Total cases. Deaths. Total cases. Deaths 
Chloroform capsules _... 2,338 I 194 fe) 
Mennell inhaler... ... 1,430 I 141 2 
Christie Brown inhaler ... 809 oO 63 2 


4,577 2 398 4 


Thus, the maternal mortality rate in this group of 4,975 patients was 1.2 
per thousand. 
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From a study of the details of the six deaths, the conclusion reached 
is that chloroform was directly responsible for the death of the patient 
in one case, and that it was probably an important factor in the death 
of two other patients, but that it was not in any way responsible for 
the death of three of the patients. 

The total stillbirth rate for all cases in which the analgesia was obtained 
by the use of chloroform was 2.6 per cent. This percentage includes all 
cases in which obstetric interference became necessary after the analgesia 
had been started, so that it may be said that there is not any evidence to 
show that chloroform analgesia is attended by an increased risk to the 
foetus. 

TasLe III. 
Analgesia followed by 
Analgesia alone. general anaesthetic. 


Stillbirth. Stillbirth. 

Methods. Total cases. rate per cent. Total cases. rate per cent. 
Chloroform capsules ... 2,338 2.4 194 17.5 
Mennell inhaler See 1,430 t3 - T4E 4-3 
Christie Brown inhaler 809 1.9 63 3.2 


The interference rate for all patients to whom chloroform capsules were 
administered was 5.3 per cent, of which delivery with the forceps accounted 
for 3.7 per cent. Thus there is no evidence that the use of chloroform, 
as an analgesic in these cases, caused any material interference with the 
normal forces of labour. 

The efficacy of the analgesia produced by chloroform capsules is shown 
in Table IV. 





per cent. 
Satisfactory CGN LT 
Doubtful i bas receeoer  Weee ese are a4 
Unsatisfactory ate cot asks C <3hee cam BMA 
100.0 


The efficacy of the analgesia produced by the Mennell inhaler was as 
follows : 





per cent. 
Satisfactory Saco Use’ Jases ieee ee | eee" RO 
Doubtful Aes! aay neh an aets NUS STS nae 29 
Unsatisfactory tess, ae soak bee May “cy | ED 
100.0 


The efficacy of the analgesia produced by the Christie Brown inhaler was 
as follows: 





per cent. 
Satisfactory Ns Se eee ms A ae ee 
Doubtful eee ee ee ee ee 6.3 
Unsatisfactory Sec. Sees Ss ; tes oc tame SEARO 
100.0 


An investigation was made into the proportion of the patients in whom 
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satisfactory analgesia was obtained when the analgesic was administered by 

persons of varying degrees of experience. Table V contains an analysis of 

those patients to whom an additional anaesthetic was not given. 
Proportion of patients per cent who obtained satisfactory analgesia: 


TaBLe V. 
Christie 
Chloroform Mennell’s’ Brown’s 
Administered by the: capsules. inhaler. inhaler. 
Patient herself ...... 87.7 (277) 83.4 (477) 82.1 (252) 
Pupil Midwife or Medical Student 81.8 (1,239) 81.5 (92) 82.2 (157) 
Certified Midwife Prue me (OOS) g2.1 (559) 81.3 (347) 
Medical Practitioner ... .... .... 86.6 (127) 93-7 (302) 86.8 (53) 


Note. The figures in brackets represent the total numbers of cases in the 
several groups. 


CONCLUSION. 

The administration of chloroform, by any method, should not be used by 
midwives acting alone. This conclusion has been reached with regret, but 
both the immediate and delayed dangers due to the use of this drug, which 
are well recognized, occurred in this investigation. It is not possible fully 
to guard against such dangers if the administration of chloroform is in 
inexperienced hands. Such a decision should not be taken to prejudice 
the administration of chloroform in the practice of midwifery by registered 
medical practitioners who, aware of the dangers mentioned, can take pre- 
cautions to lessen the risk. 


III. PARALDEHYDE IN OIL PER RECTUM. 

While there can be no doubt that in some selected cases the use of 
paraldehyde during the first stage of labour may be a valuable means 
of relieving pain, the general opinion of those who have used it as a 
routine method in this investigation is that paraldehyde is unsuitable 
for general use by midwives. In arriving at this conclusion these inves- 
tigators have had in mind the technical difficulties in administering the 
drug, the need for careful selection of suitable patients, the choice of the 
time for giving the injection, its variable action even when patients are 
carefully selected, and the inadequate analgesia at the time of the expulsion 
of the child. This last is probably the most important objection to its 
widespread use by midwives since, even if paraldehyde is effective in the 
early stages of labour, some additional method of analgesia must be 
provided if the pain associated with the moment of birth is to be relieved. 


GENERAL CONCLUSIONS. 
The Minnitt Gas-and-Air Apparatus. 

Gas and air administered by the Minnitt appacates is a safe and satis- 
factory method of producing analgesia, although the appartus is expensive 
and the nitrous oxide costly. It is recommended that its use be extended 
to the practice of midwives, provided they are specially trained in its 
administration, and to hospitals in which there is no resident medical 
officer, provided that a medical examination of the patient has been made 
to ensure that there is not any contra-indication to such an administration. 
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Chloroform. 

Chloroform by any method should not be used by midwives acting alone. 
This conclusion has been reached since both the immediate and delayed 
dangers associated with the use of th’s drug, which are well recognized, 
occurred in this investigation, and it is not possible fully to guard against 
such occurrences if the administration of chloroform is in inexperienced 
hands. This finding should not, however, be taken as prejudicing the use of 
chloroform by registered medical practitioners who, aware of the measure 
of the risk involved, can take precautions to lessen the danger. 


Paraldehyde per Rectum. 

Paraldehyde per rectum cannot be recommended for use by midwives, 
mainly because it does not provide adequate analgesia during the termination 
of the second stage of labour. 


‘Ideal Birth,’’ by Th. H. Van de Velde. (Heinemann.) Price 10/6. 


THE author is well known by his former works on allied subjects and 
in this work he aims at catering for the wants of all—mothers, fathers, 
nurses, social workers and medical practitioners. As a result, much of the 
contents of the book is of an elementary nature. The work is divided 
conveniently into two sections with the titles of ‘‘Ideal Birth with regard 
to the Child’’ and ‘‘Ideal Birth wth regard to the Mother’’ respectively. 

In the former section, preconceptional and conceptional hygiene are 
discussed fully and some sweeping statements relating to heredity are made; 
not everyone will accept the statement that by homeopathic treatment ol 
the mother during pregnancy, hereditary hare-lip and cleft palate can be 
prevented. The mechanism of birth traumata is fully discussed and the 
author concludes this section with a rather amazing chapter on the deter- 
mination of sex, and even formulates a plan to ensure the begetting of 
sons or daughters as required. The instructions given are somewhat com- 
plicated, and in part depend upon the long-exploded theory of Schéner, 
in addition to such measures as change of habitat, alteration of altitude, 
coitus in varying seasons, endocrine therapy and alteration of vaginal 
reaction. 

In the latter section the hygiene of pregnancy is discussed and the 
psychological aspect of the prospective mother receives well-deserved atten- 
tion. Normal labour is outlined in detail, and a well-written chapter on 
the alleviation of pain during childbirth is included. 

A chapter on abnormal labour outlines the commoner abnormalities 
encountered but discusses these in the main from a lay viewpoint. 

Altogether the book cannot be said greatly to interest the gynaecologist 
apart from his possible desire to study the subject from the lay or elemen- 
tary point of view. It will have a much greater interest for the prospective 
mother and father though it is just questionable if some of the informa- 
tion contained would not be with advantage withheld from them. 


Charles D. Read. 
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Bacteriological and Epidemiological Studies dealing with the 
sources of Puerperal Infection by Haemolytic Streptococci. 


[From the Bernhard Baron Memorial Research Laboratories, 
Queen Charlotte’s Hospital. | 


(1) ‘‘The source of infection in puerperal fever due to haemolytic 
streptococci,’’ by Dora C. Colebrook, 1935, Medical Research Council, 
Special Report Series, No. 205. (H.M. Stationery Office, London.) 

(2) ‘‘The biochemical reactions of haemolytic streptococci from the 
vagina of febrile and afebrile parturient women,’’ by Ronald Hare and 
Leonard Colebrook, 1934. Journ. Path. and Bact., xxxix, 429. 

(3) ‘‘The serological differentiation of pathogenic and non-pathogenic 
strains of haemolytic streptococci from parturient women,’’ by Rebecca 
Lancefield and Ronald Hare, 1935. Journ. Exp. Med., lvi, 335. 

(4) ‘‘The presence of haemolytic and other streptococci on human skin,”’ 
by Leonard Colebrook, W. R. Maxted, and A. Morris Johns, 1935. Journ. 
Path. Bact., xli, 521. 

(5) ‘‘The classification of haemolytic streptococci from the stools of 
normal pregnant women and of cases of scarlet fever by means of precipitin 
and biochemical tests,’’ by Ronald Hare and W. R. Maxted, 1935. Ibid., 
xli, 513. 

(6) ‘‘The classification of haemolytic streptococci from the nose and 
throat of normal human beings by means of precipitin and biochemical 
tests,’’ by Ronald Hare, 1935. Jbid., xli, 499. 


WHEN the Bernhard Baron Research Laboratories of Queen Charlotte’s 
Hospital commenced work in 1931 it was felt that the most urgent task, 
as well as the most hopeful, was to find out what were the chief sources 
of puerperal infection. The evidence then available suggested, although it 
did not prove, that infection was usually transmitted to the mother’s 
genital tract from some outside source. The six papers cited above record 
investigations carried out during the last five years at Queen Charlotte’s 
Hospital, and bearing from several different angles, upon that hypothesis. 
The first paper, by Dr. Dora Colebrook, describes an attempt to discover 
how often a streptococcal strain identical with that infecting the mother, 
was actually present in some extragenital situation from which it might 
easily have been transmitted to the genital tract. The extragenital strains 
were sought for by swabs taken from the nose or throat of the mother 
herself, from those in contact with her during labour, and from septic foci 
on the skin. In certain cases swabs were taken from the members of the 
family of the patient, in addition to those from her attendant contacts. 
For the identification of strains the most stringent serological technique 
was used. The detailed description of this shows that an important advance 
has been made with a method of identification which has hitherto been 
liable to give inconsistent. and untrustworthy results; a technique has been 
worked out, which, though laborious, now presents no inherent difficulties. 
It would seem that, if precautions are taken to avoid certain sources of 
error, the method gives results which can be accepted with confidence. 
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Sixty-seven cases of puerperal fever due to the haemolytic streptococcus 
were investigated in this way; most of them were sporadic cases, a few were 
from small epidemics. 

With four strains of streptococci out of the 67 isolated from the cases, 
Dr. Colebrook was unable to obtain satisfactory results owing to technical 
difficulties. The results obtained from investigation of the remaining 63 
cases are summarized by her in two slightly different ways. 

In the first, Dr. Colebrook enumerates the actual number of cases for 
the infection of which a possible extragenital source was found. She divides 
the 63 cases into two groups, viz., that in which it was possible to obtain 
the full complement of throat and nose swabs from all known contacts, and 
from the patient herself (31 cases); and that which the number of throat 
and nose swabs was not quite complete (32 cases). In the first group a 
possible source for the mother’s infection was found in 27 cases (87 per 
cent); there was reason to believe that this figure probably errs on the low 
side. In the two groups a possible source was found in 48 of the 63 cases 
(76 per cent). It is of interest to compare these figures with those obtained 
by J. Smith of Aberdeen (1931 and 1933) who demonstrated a possible 
source for the infection of 83.7 per cent for 49 patients. 

Further analysis of Dr. Colebrook’s results shows that in her ‘‘complete 
material group’’ (31 cases) the possible source was in the respiratory tract 
in 25 cases (80.7 per cent), and in a septic focus twice. In 15 cases of this 
group the identical strain was isolated from the mother’s nose or throat 
(48.4 per cent); in 20 it was isolated from one or more contacts (64.5 per 
cent); while in ro it was isolated from both patient and contact (32 per 
cent). Among the contacts the throat was incriminated much more often 
than the nose. 

In the second presentation of her results the author sets out the relevant 
epidemiological facts in connexion with each case studied; while fully 
recognizing the difficulties which must arise in many cases in the attempt 
to Visualize the sequence of events in the dissemination of the organisms, 
particularly when an extragenital strain was found in both patient and 
contact, she states her opinion of the probability that a particular strain 
was actually responsible for the infection. When a case occurs in an insti- 
tution it is common to find a number of carriers of strains of the same type 
as the infecting strain, and any attempt to detect the original source of the 
infection is fruitless. The author summarizes her conclusions thus: ‘‘It will 
be concluded that six of the patients contracted their infections from their 
own extragenital strains, and 33 from a contact strain, which, in the case of 
nine patients was isolated from a member of the household of the patient; in 
the remaining nine patients there is no evidence on which to decide which of 
the extragenital strains was responsible for the infection.’’ While admitting 
that the material from which these results were drawn was selected, in the 
sense that in certain instances cases were chosen for study in which the 
familial contacts gave a history of tonsillitis or scarlet fever, Dr. Colebrook 
draws the conclusion that ‘‘the successful tracing of the infection involves a 
far more comprehensive search than has hitherto been made,’’ and contends 
that ‘‘wherever in her environment streptococci of the human pathogenic 
group are lurking they are potentially dangerous for the parturient patient.”’ 
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The report draws attention to the specially high risk which appears to be 
associated with carrier strains isolated from persons with recently inflamed 
naso-pharyngeal passages. 

Corroborative evidence as to the responsibility of the strains in the 
respiratory tract for the causation of puerperal infection is supplied by the 
fact that 85 per cent of unselected strains ftom 85 cases of puerperal fever 
were shown by Dr. Colebrook to belong to one or other of the serological 
types isolated and described by F. Griffith (Journal of Hygiene, 1935, 
Xxxiv, 542) from the common infections of the upper respiratory passages, 
i.e. chiefly scarlet fever, tonsillitis and pharyngttis. 

While this circumstantial evidence incriminating the extragenital sources 
of puerperal infection was being collected, other investigations were in 
progress which lead in the same direction. Thus, the important work of 
Mrs. Lancefield (Journal of Experimental Medicine, 1933, lvii, 571) and 
others in America showed that the property of haemolyzing red blood-cells 
does not serve to distinguish one sharply defined variety of streptococcus 
but is shared by a whole group of these organisms; and that one member 
of that group in particular (now commonly referred to as Group A) is 
chiefly responsible for human septic infections, including puerperal fever. 
Applying these new bacteriological procedures, R. Hare and L. Colebrook 
(No. 2 supra), and later R. Lancefield and R. Hare (No. 3 supra), were able 
to show that the majority of strains of haemolytic streptococci found in the 
vagina of non-febrile parturient women are not members of the dangerous 
Group A, that is, they are not capable of initiating serious infection. 

In the fourth paper cited above, L. Colebrook, Maxted and Morris 
Johns have shown the strains of Group A were not found on the perianal 
or perineal skin of 160 women who were attending an antenatal department. 
They infer from this that the risk from infection from stools or from the 
skin of the external genital organs is remote. 

Similarly, R. Hare and W. R. Maxted (No. 5 supra) found that samples 
of faeces taken from 100 normal women during the first stages of labour 
yielded no strains of Group A. In samples of the faeces of 50 patients 
suffering from scarlet fever, on the other hand, Io (i.e. 20 per cent) con- 
tained strains in Group A. 

In the same series of studies, Dr. Hare (No. 6 supra) has investigated 
another question which is of considerable practical importance in relation to 
the problem of puerperal fever, viz., how many of the haemolytic strep- 
tococci isolated from healthy throat-carriers belong to the dangerous Group 
A? From his experience of 150 strains, it would appear that something 
like seven per cent of the normal population are healthy carriers of strains 
in Group A. 

All this research has made possible a more exact definition of the 
nature of the problem of defence against infection. A study of the epidemio- 
logical data, given on pages 18 to 27 of the Report, shows that this defence 
must be twofold: to diminish as far as possible the magnitude of the 
potentially infecting forces in the environment of the patient, and to 
secure, by an adequate obstetric technique, that these organisms which may 
be present at the time of the confinement shall not enter the genital tract. 
This may be achieved by the more effective segregation of maternity cases 
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and the maternity staff in institutions; by the investigation of the home 
conditions, supplemented by a bacteriological examination of the swabs 
from contacts when a history of infection in the family points to the 
necessity for it, and by the removal of the patient from an infected 
environment; by the use of masks—a practice which, if intelligently and 
faithfully carried out, will enable the carrier of a small number of microbes 
to remain on duty without danger to the patient; by the use at the 
confinement of antiseptics proved to be efficient in securing immediate 
and persistent disinfection; and by the education of the patient in such 
simple measures as will help her to protect herself from infection by her 
own hands, by dressings and by towels, contaminated by the secretions of 
the members of her family. 

Basing her calculation on the figures actually contained in this study 
and in the similar study of Smith, Dora Colebrook makes the rough 
estimate that if infections by the haemolytic streptococcus were prevented, 
the deaths of some 576 women and the sickness of some 2,300 women who 
ultimately recover, would be avoided annually in England and Wales. 

L. Colebrook 








Review of Current Literature. 


Director: FREDERICK RogurEs, M.A., M.D., M.Chir. (Cantab), 
F.R.C.S., M.C.0.G. 


THis Review contains the lists of contents and abstracts of the more 
important articles from the following journals with which the ‘Journal 
of Obstetrics and Gynzecology of the British Empire’? exchanges :— 


British.—The Lancet; British Medical Journal. 

Canadian.—the Canadian Medical Association Journal ; Bulletin Médica! 
de Quebec. 

Australian.—-Medical Journal of Australia; The Australian and New 
Zealand Journal of Surgery. 

Indian.—The Calcutta Medical Journal. 

American.—American Journal of Obstetrics and Gynecology; The 
Journal of the American Medical Association; Surgery, Gynecology 
and Obstetrics; American Journal of Diseases of Children. 

French.—La Gynécologie; Gynécologie et Obstétrique; Bulletin de la 
Société d’Obstétrique et de Gynécologie de Paris. 

Lelgion.—Bruxelles Médical. ; 

Ttalian.—Annali di Obstetrica e Ginecologia; Archivo di Obstetrica e 
Ginecologia; Revista Italiana di Ginecologia, Bologna. 

German.—Archiv fiir Gynakologie; Zeitschrift fiir Geburtshiilfe und 
Gyniikologie; Zentralblatt fiir Gynakologie; Monatsschrift fiir Geb- 
urtshiilfe und Gynikologie; Miinchener Medizinsche Wochenschrift; 
Monatsschrift fiir Krebsbekampfung. 

Scandinavian.—Acta Obstetrica Scandinavica. 

South American.—Boletin de la Sociedad Obstetricia y Ginecologia 
de Buenos Ayres. 

Japanese.—-Japanese Journal of Obstetrics and Gynecology. 








The Review of Current Literature thus keeps the readers of the Journal 
in touch with current literature throughout the world. At the end of the 
year an Index of all the subjects contained in the articles of the above 

i journals is printed. Arrangements are also made to include abstracts of 
; important articles on border-line subjects; such as Physiology, Biology and 
# Biochemistry. 

LIST OF ABSTRACTORS. 


London: J. BEATTIE, F.R.C.S.; A. C. BELL, F.R.C.S.; R. K. Bowes, 
F.R.C.S.; J. LYLE Cameron, F.R.C.S.; A. A. Davis, F.R.C.S.; 
R. C. Licotwoop, M.D.; J. A. Moors, F.R.C.S.; C. D. Reap, 
F.R.C.S. (Edin.); F. Rogues, F.R.C.S.; R. Winterton, F.R.C.S. 

Huddersfield: W. E. CROWTHER, M.B. 

Leeds: R. H. B. Apamson, M.D., AND B. JEAFFRESON, F.R.C.S. 

Liverpool: M. DatNow, M.D.; P. Mapas, F.R.C.S.; T. N. A. JEFFCOATE, 
F.R.C.S. 

Manchester: R. NEwtTon, M.D. 

Glasgow: JANE H. FIctsHILt; R. SHARMAN, M.D. 
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The Canadian Medical Association Journal. 


Vol. xxxiii, No. 5, November, 1935. 
*The relief of pain during labour. Leighton C. Conn and John Ross Vant. 


Vol. xxxiii, No. 6, December, 1935. 
*The mechanism of rotation in occipito-posterior positions. John Mann. 
*Vinal ether obstetrical anaesthesia for general practice. Wesley Bourne. 
*A case of granulosa-cell carcinoma of the left ovary in a child of six years. 
Brian D. Best. 
*A giant parovarian cyst. W. H. Irvine. 
*State obstetrics. Frank H. Coppock. 


THE RELIEF OF PAIN DURING LABOUR. 

Steinbuchel, in 1902, suggested the use of morphine and scopolamine 
for the relief of pain during labour, and Gauss, in 1906, reported on 
600 cases so treated, but these remedies were not generally adopted until 
1926, when their use was revived in association with the employment of the 
barbiturates. _ Numerous combinations of these drugs were advocated 
by various investigators, some of whom decreased or stopped morphia 
giving nembutal or other forms of the barbiturates in combination with 
scopolamine or by itself. Other substances used either in addition to or 
in place of morphine and hyoscine were: potassium bromide, paraldehyde, 
nitrous oxide with oxygen and carbon dioxide, chloroform, and ether. 
All appeared to give a measure of anaesthesia and amnesia, but all had 
some undesirable effect either on the child or upon the course of labour. 

The authors report on 428 cases of delivery in which some combination 
of these drugs was used. The usual method was to give an eighth of a 
grain of morphine and a hundredth of a grain of hyoscine hypodermically 
with three grains of nembutal by the mouth when labour had definitely 
started. Nembutal, gr. 3, was repeated as required. Perrocton, in a 
dose of 2.2 or 4.4 cubic centimetres intravenously, was added to this 
when the patient became restless. During the second stage, inhalations 
of nitrous oxide were also given. After delivery of the placenta, half a 
cubic cetimetre of pituitrin and one cubic centimetre of gynergin were 
injected. 

The results of the treatment were fairly satisfactory. Many of the 
patients became restless. The duration of labour appeared to be decreased. 
The babies tended to show signs of asphyxia, but this was greatly relieved 
by giving the mothers oxygen and carbon dioxide. The puerperium appeared 
to be quieter and less eventful than when no sedatives were given. The 
authors remark on the necessity for adequate dosage and for constant 
supervision during the whole course of labour. 

There seem to be no bad results either for the mothers or babies from 
these various substances when properly administered, and the results as 
regards amnesia and analgesia on the whole appear to be very satisfactory. 


THE MECHANISM OF ROTATION IN OCCIPITO-POSTERIOR POSITIONS. 

In occipito-posterior positions the head may engage in the transverse 
or in either the right or left oblique diameters. When the pelvis is normal 
or slightly flattened the head will tend to lie transversely, but it will lie in 
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one or the other of the obique diameters when there is no disproportion 
between the available area of the pelvic inlet and the presenting area of 
the head. Usually a slight degree of extension of the head is present in 
the first place. This increases the area of the presenting part with a 
tendency for the avarage pelvis to accommodate it in either the transverse 
or in one or other of the oblique diameters. It has been shown by X-ray 
examination that in many pelves the greatest available area of the inlet 
is found in the transverse diameter and in consequence many heads engage 
transversely. Spontaneous rotation of the occiput anteriorly occurs at a 
high level in the pelvis. 

The author believes that the forward rotation is due to active efforts 
on the part of the child, which, through its neck muscles, turns its head 
away from any resistance such as the sacrum which it might feel. There 
being no bones in front, the child will tend to turn its head in this 
direction. These movements of rotation may be alternately backwards 
and forwards, and uterine contractions occurring intermittently advance 
the head only when the occiput is rotated anteriorly. This process 
tends further to aid the forward rotation. Extension of the head and 
marked hollowing of the sacrum increase the tendency to posterior rotation. 

The head must rotate before it can descend. The administration of 
sedatives by suppressing foetal activity tends to prevent active forward 
movement of the occiput. Strong uterine contractions by taking advantage 
of small degrees of forward movement of the occiput further favour spon- 
taneous correction. 

In treating occipito-posterior positions the use of instruments should be 
delayed because in the majority of cases forward rotation occurs spon- 
taneously and because the maternal tissses and the child may be damaged 
before proper dilatation of the birth canal has taken place. The use of 
sedatives such as barbiturates, is favoured. When the os is dilated 
the membranes should be ruptured if they are intact. Before dilatation it 
is important to preserve the membranes if possible as the presence of liquor 
amnii distributes pressure equally upon all parts of the child and prevents 
prolapse of the cord. 

An accurate diagnosis of the lie of the child must be made by abdominal] 
and vaginal examinations. The direction of the sagittal suture will indicate 
the diameter in which the long axis of the head lies. When the head 
is extended the diamond-shaped anterior fontanelle can be felt below the 
posterior. If there is doubt an attempt should be made to feel an ear. 
When the head is markedly extended and above the pelvic inlet, but will 
apparently come through the pelvis, version is indicated. When some dis- 
proportion is proven by X-ray and other examinations, Caesarean section 
or craniotomy should be performed. When the head is engaged, manual 
rotation and forceps extraction are the best methods of delivering. Rotation 
of the shoulders is also occasionally necessary in order that the occiput may 
remain anteriorly until forceps can be applied. 

Forceps rotation was first suggested by Smellie, and, 100 years later, by 
Scanzoni. 

The author has devised a specially constructed pair of obstetric forceps, 
provided with a universal joint where the blades ordinarily join the handles. 
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This permits of the proper application of the blades to the foetal head in 
such a manner that the so-called pelvic curve is applied from a point a little 
in front of the posterior fontanelle to the end of the chin, whether the 
occiput be backward, forward or transverse. Much ingenuity has been 
displayed in devising this instrument so that it may be fixed firmly and act 
as an ordinary blade of a pair of forceps and yet when the blades are 
applied to the foetal head and locked into position the universal joint is 
released to move freely in all directions. With this instrument a backward 
or transverse lie of the head can be easily rotated into a forward position 
and extension of the head may also be corrected. 

Illustrations of the instrument and diagrams representing its application 
in the three positions are given. 


VINYL-ETHER OBSTETRICAL ANAESTHESIA FOR GENERAL PRACTICE. 

Vinyl-ether has been tried and has been found especially suitable for 
obstetrical anaesthesia in general practice, as there is very little risk for 
either the mother or the child associated with its use. Formerly it was 
thought that this substance caused necrosis of the ‘liver, but extensive 
investigation has shown that there is no impairment of the hepatic function. 
Furthermore, investigations have shown that vinyl-ether increases the tone 
of the intestinal muscle and probably also that of the uterine muscle. The 
drug is rapid in its action, and any degree of narcosis may be maintained. 
Recovery is also unusually rapid and uneventful. The anaesthetic may be 
given by the open-drop method, but it is preferable to administer it with 
oxygen in a closed inhaler. 

Several cases are reported to illustrate the use and effect of the drug, 
and a considerable bibliography is appended. 


A CASE OF GRANULOSA-CELL CARCINOMA OF THE LEFT OVARY IN A CHILD OF 

Six YEARS. 

A female child, aged six years, was reported by the mother to have had 
enlargement of the breasts for three months, swelling of the abdomen for 
five weeks, and vaginal bleeding for six days. Examination revealed the 
following characteristics and conditions. The general appearance was normal 
and healthy. The breasts were enlarged and soft; the nipples were erect 
and, with the areolae, were deeply pigmented; no secretion, however, was 
present. Hair was present in the axillae and over the mons veneris and 
labia. The external genitalia were developed far in advance of the patient’s 
age. A rounded tumour was felt in the hypogastrium, and recto-abdominal 
examination revealed a round, but firm, mobile, non-tender tumour, rising 
out of the pelvis. Urine and blood examinations were normal; Wassermann’s 
test was negative; the Aschheim-Zondek test was negative. A granulosa-cell 
tumour was diagnosed and removed by operation. The other ovary was 
found to be normal in every way, but the uterus was of adult size and shape. 
Recovery from the operation was uneventful; vaginal bleeding has not since 
recurred and there has been slow retrogression of the premature development 
of the secondary sex characteristics. 

The tumour was about the size of a grapefruit, and was encapsuled; the 
surface was smooth except for several flat, yellowish nodules about two 
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centimetres in diameter. The cut surface was lobulated in appearance, with 
areas of necrosis near the centre and yellowish tissue under the capsule. 

Granulosa-cell tumours of the ovary have been recognized only for a few 
years. Klaften reported on 172 carcinomata of the ovary, of which 8.1 
per cent were of the granulosa-cell type. He states, however, that 48.7 
per cent occurred in women during the child-bearing period, 42.5 per cent 
in women after the menopause, and 8.7 per cent in children before puberty. 
The youngest of his patients was a girl of four years of age. 

Novak reports on three cases occurring before puberty, and cites three 
additional cases from the literature. 

In all the pre-pubescent cases so far described the occurrence of tumours 
was associated with development of the secondary sex characteristics. There 
was an early appearance of the adult female form, enlargement of the breasts 
and genitalia, growth of pubic hair, and premature onset of periodic uterine 
bleeding. 

A short bibliography is appended. 


A GIANT PAROVARIAN CysST. 

A female patient, aged 65, was seen with extreme abdominal enlargement, 
general soreness, great dyspnoea, general apathy, icterus, nausea, emaciation, 
and facies ovarina. Further, the abdomen was smooth, fluctuant, dull on 
percussion, and symmetrical. Because of pronounced cyanosis, the tumour 
was tapped, and fluid amounting to 160 ounces on the first day and 410 
ounces on the second day was removed very slowly. On the third day the 
abdomen was opened and an equal amount of fluid was again removed. The 
cyst, which had a very broad pedicle, was excised with the uterus, and it 
was estimated that no less than to gallons of fluid were originally contained 
in it. The abdomen was sewn up in one layer with silk-worm gut, and 
goo cubic centimetres of normal saline, as hot as was considered compatible 
with safety, were instilled into the peritoneal cavity. Recovery was 
uneventful, and the subsequent state of the patient was extremely 
satisfactory. The author attaches great importance to the slow removal of 
the fluid and the large instillation of normal saline intraperitoneally, as by 
these measures post-operative pulmonary alveolar transudation with resultant 
pneumonia was thereby avoided. 


STATE OBSTETRICS. 


The maternal mortality for Canadian Registration Areas during 1933 
was 5 per 1,000 births; the infantile mortality was 73 per 1,000 births. 
In the Province of Saskatchewan the average maternal death-rate from 
1929 to 1933 was 5 per I,000. 

It is the author’s belief that these deaths can be materially reduced by 
State assistance, which would provide, in addition, adequate remuneration 
for the general pra-titioner. Numerous systems, offering some measure 
of assistance, are cited, and the author proposes a plan similar to that 
which is now in effect for the relief of tuberculosis, giving a schedule of 
fees and costs and enumerating various benefits which it is believed would 
accrue. 

J. Lyle Cameron. 


325 








JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


The American Journal of Obstetrics and Gynecology. 


Vol. xxix, No. 4. 

Renal function in the toxemias of pregnancy. W. J. Dieckmann. 

A clinical comparison of various preparations of ergot on the post-partum 
human uterus. J. L. Jones and O. W. Barlow. 

Harmful effects of certain chemical substances upon the uterus of the rat. 
F. E. D’Amour and N. Kiven. 

Haemorrhagic encephalitis (neo-arsphenamine) in obstetric patients. E. D. 
Plass and E. B. Woods. 

The therapeutic value of antuitrin-S in metrorrhagia. S. H. Geist and 
F, Spielman. 

*The origin of chorion-epithelioma and of emboli from trophoblastic frag- 
ments enclosed in the myometrium. J. J. Clemmer and G. H. Hausmann. 

Analytical study of Caesarean section in a hospital service of 9,000 deliveries. 
E. G. Waters and B. Leavitt. 

*When to operate in ruptured ectopic gestation. W.C. Meagher. 

The management of prolapse of the uterus. C, A. Gordon. 

© Two years’ experience with theelin in the treatment of gonorrhoeal vaginitis. 
j. R. Miller. 

*Caesarean section and its abuses. H. J. Stander. 

Preliminary report on sterilization of women by intra-uterine coagulation 
of tubal orifices. L. A. De Vilbiss. 

Abdominal circulation during late pregnancy as shown in aortograms. 
W. E. Coutts, T. B. Bianchi and O. S. Donoso. 

DNisproportion at the pelvic outlet incident to forceps delivery. S. Hanson. 

Secondary purpura haemorrhagica complicating pregnancy. L. S. McGoogan. 

Pregnancy after nephrectomy. A. C. Posner. 

Sudden death due to pulmonary embolism in a case of puerperal endo- 
metritis associated with unsuspected suppuration in the ruptured 
symphysis pubis. I. Daichman. 

~ Bilateral uretero-vaginal fistula. E. Von Graff. 


© *The incidence of puerperal infection in patients delivered in hospital 





compared with that in patients delivered at home. M. L. Stout. 

Intestinal obstruction complicating pregnancy. P. N. Charbonnet. 

Modifications of the Aschheim-Zondek reaction with abortions. W. Tate. 

Purpura haemorrhagica in pregnancy. H. W. De Sausoure and E. W. 
Townshend. 

Twin pregnancy with one living full-time child and one foetus papyraceous. 
P. K. Edmunds. 

Suprarenal cortex therapy in pernicious vomiting of pregnancy. W. Freeman 
and J. M. Melick. 

The treatment of pruritus vulvae with subcutaneous injections of alcohol 
A. Jacoby 

Full-time pregnancy complicated by ruptured splenic aneurysm, H. Sered 
and L. M. Steiner. 

Abruptio placentae complicating twin pregnancy. L. A. Balasquide. 

Society transactions. 

Selected Abstracts—Diseases of respiratory and circulatory systems and 
intestinal tract complicating pregnancy. 
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Vol. xxix, No. 5. 

*Can the mortality and incidence of cancer of the uterus be reduced. John 
A. McGlinn. 

A predisposing factor for the normal onset of labour: the probable role 
of oestrin. S. R. M. Reynolds. 

The physiology of menstruation in macacus rhesus. F. L. Hisaw. 

*Traumatic neuritis in the puerperium. A. J. B. Tillman. 

*The Roentgonological diagnsis of placenta praevia. W. H. Ude and 
Jj. A. Urner. 

The production of an active endometrium in the human castrate. 
T. Neustaedter. 

Low calcium tetany of the newborn as a problem for the obstetrician. 
A. M. Hellman and J. L. Rothstein. 

Foetal mortality in relation to labour. A. J. Meyer. 

Barbiturates in primiparous labours. J. E. Tritsch and R. Brown. 

Extra-uterine pregnancy. A résumé of 103 cases. J. E. James, Jr. and 
H. D. Lafferty. 

Prophylaxis of congenital syphilis. J. F. Coppolino. 

Lymphogranuloma inguinale, carcinoma and syphilis. P. Bernstein. 

Sympus apus, with associated truncus arteriosus communis. W. C. Hunter 
and H. E. Mackey. 

Fibromyoma of the recto-vaginal septum. L. C. Scheffey and D. M. Farell. 

A metastatic sarcoma in a ruptured ovarian cyst complicating pregnancy. 
C. S. Barnes and F. W. Konzelmann. 

A new pessary for the treatment of inoperable prolapse of the uterus. 
G. Gellhorn. 

The sex determination test of Dorn and Sugarman. D. S. Pankratz. 

Fatality after an interposition operation. C. T. Beecham. 

Spontaneous rupture of the uterus during pregnancy following previous 
classical Caesarean section. M. L. Brandt. 

Puerperal septicemia from b. Welchii. C. A. Gordon. 

Spinelli operation followed by pregnancy and labour. W. P. Tew. 

Massive umbilical hernia with enterocystoma in a newborn infant. Oscar 
Glass. 

A new catheter apparatus. Morris Leff. 

Spontaneous rupture of uterus at the sixth month of pregnancy. F. A. 
Snidow. 

A new obstetric forceps. J. E. Garrison. 

Society transactions. 

Collective review—The relation of the vitamins to obstetrics. 

Selected Abstracts. 


THE ORIGIN OF CHORION-EPITHELIOMA AND OF EMBOLI FROM TROPHOBLASTIC 

FRAGMENTS ENCLOSED IN THE MYOMETRIUM. 

Clemmer and Hausmann report two cases of chorion-epithelioma in which 
the growth was situated in the myometrium and so inaccessible to diagnostic 
curettage. In both cases the growth followed a short period of amenorrhoea 
and the amenorrhoea ended by a proper bleeding which was thought to have 
been due to abortion. Irregular vaginal bleeding then followed for two 
periods of 14 and five months respectively. The authors beileve that, fol- 
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lowing a short period of pregnancy, the endometrium rapidly grows over the 
placental site and entraps trophoblastic remains deep in the myometrium. 
If these become malignant they spread along the muscular plane as the line 
of least resistance and only ulcerate through the endometrium in the later 
stages of the disease. 


WHEN TO OPERATE IN RupTuRED Ectopic GESTATION. 

As 120 deaths due to ectopic gestation had been reported in New York 
from 1930 to 1932 inclusive (5.9 per cent of the total 2,041 maternal deaths), 
Meagher investigated the 247 cases of tubal pregnancy treated in the Brooklyn 
Hospital. He found there were eight deaths, a mortality of 3.2 per cent. 
Two hundred and fourteen pregnancies were situated in the ampullary portion 
of the tube, twenty-two in the isthmical portion, five in the interstitial 
portion, three in the tubal stump, and in three cases the situation was not 
stated. In 72 cases tubal abortion had taken place; in the others the tube 
had ruptured. The author quotes the opinion of Litzenberg and of Schumann 
that operation should never be delayed even though there may be collapse, 
shock, and severe loss of blood, and that of Curtis and of Polax who advise 
delay when shock is severe. From his investigation Meagher is of the opinion 
that shock would always be treated before deciding on the time of operation. 

The problem did not arise in 167 cases in which the shock was not severe: 
but in 76 cases operation had to be delayed and in four cases operation could 
never have been performed owing to the general condition of the patients. 
Within a few hours 75 of these 80 cases reacted to the treatment for shock 
and as soon as the maximal reaction had been reached operation was no 
longer delayed in case further bleeding should occur. In only six cases was 
active haemorrhage encountered and then not from a vessel of any size which 
might not have thrombosed spontaneously. Of the eight patients who died, 
four were never fit for operation, one was operated on but also died of shock 
11 hours later, one died following a blood transfusion, and two died of sepsis. 


CAESAREAN SECTION AND ITS ABUSES. 

Stander quotes that in some hospitals the incidence of Caesarean section 
is as high as 14.6 per cent of all deliveries and says that, as this is not 
accompanied by any decline in mortality, it represents a truly sad state of 
affairs. He also states that throughout the country the mortality of 
Caesarean section is about 10 per cent. He considers that this increasing 
tendency to deliver by Caesarean section on the part of the improperly trained 
and unskilled, and sometimes on the part of those who should know better, 
has been a factor in keeping up the maternal mortality. He says that the 
operation of Caesarean section is abused not only in respect of incidence, 
which means faulty and unjustifiable indications, but also in repect of the 
time of operation. If performed late in labour, after the membranes have 
ruptured, or after attempts at vaginal delivery, Caesarean section carries with 
it an appalling mortality unless the extra-peritoneal or low cervical operation 
is performed. 

The abstractor is in complete agreement with these sentiments and thinks 
that the indications for the Caesarean operation need re-statement and further 
limitation to really valid cases. Stander also considers that there is no need 
to attempt the low cervical operation in elective cases as the lower segment 
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is not very well defined or thinned out prior to the onset of labour. Besides, 
the classical operation performed before labour gives excellent results. 


THE INCIDENCE OF PUERPERAL INFECTION IN PATIENTS DELIVERED IN 
HOsPITAL COMPARED WITH THAT IN PaTIENTS DELIVERED at Home. 
Because of the prevalent idea that it is safer to be delivered at home than 

in hospital, Stout compared the cases delivered in each place for two con- 

secutive years. In the year from May ist 1932 to April 30th 1933, 340 cases 

were delivered in hospital with an incidence of infection of 4.4 per cent; 479 

cases were delivered at home with an incidence of infection of 0.8 per cent 

In the sceond year, May ist 1933 to April 30th 1934 ,365 were delivered in 
hospital and 4.9 per cent were infected; 510 cases were delivered at home and 
8.4 per cent were infected. 

On comparing these figures it was found that while there was practically 
no change in the incidence of infection during the two years in the hospital 
cases, a marked difference was present between the two years in those cases 
delivered at home. On the outside service during the first year the tempera- 
ture was only taken once in the day, in the morning as is the custom generally, 
but in the second year it was taken four hourly as is done in hospital as a 
routine. The difficulties of this were overcome by leaving four thermometers 
in four envelopes, each marked with the time it was to be inserted into the 
mouth for five minutes and with instructions to replace it in the envelope 
and to keep it in a cool place. The temperatures were then read by the nurse 
on her next visit. The result of the comparison in the two places for the 
second year was that the incidence of infection was twice as great at home 
as in hospital. Consequently Stout is of the opinion that in a modern 
maternity hospital the patient has a better chance of escaping infection than 
at home. 


CAN THE MORTALITY AND INCIDENCE OF CANCER OF THE UTERUS BE REDUCED? 

In this communication McGlinn recants the statements made by him in 
former papers and addresses in which he had stressed the importance of 
chronic irritation as the cause of cancer and that the repair of lacerations 
and amputation of infected cervices would make cancer of the cervix a rare 
disease. He now states that he is convinced that lacerations and chronic 
irritative lesions of the cervix play but little part in the causation of cancer, 
and that the efforts of the past 25 years in clearing up these lesions have not 
reduced the incidence of the disease. 

He discusses the frequency of cancer, the slight foundation for the belief 
of the importance of chronic irritation, the incidence of cancer following 
adequate treatment of these irritative lesions, and the term “‘ pre-cancerous 
lesion’’. This paper is worth reading by all who are interested in the question 
cl cancer and doubtful about the importance of statements not founded on 
scientific facts. Also it may stimulate the observer, in his fight against 
cancer, to strike out for the truth in other directions. 


TRAUMATIC NEURITIS IN THE PUERPERIUM. 

Though not a common complication of obstetrics this disability has been 
recognized for a long time and yet little mention of it is made in textbooks. 
The peroneal nerve is most frequently involved and Tillman quotes Huner- 
mann who attributed this to the position in the lumbo-sacral plexus of the 
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fibres of this nerve. The main portion of the peroneal nerve is the con- 
tinuation of the lumbo-sacral cord and is dorsally placed in the plexus. As 
it passes from beneath the psoas muscle, it is left unprotected from pressure 
against the bone. 

The author describes the clinical features and his studies of the bony 
pelvis in six cases. He found that in every case the shape of the fore pelvis 
was such as to force the head into the posterior portion of the cavity; the 
promontory of the sacrum was high and did not overhang the sacral hollow, 
thus exposing a longer length of the nerve to pressure; and that the baby was 
large or the pelvis tending to the generally contracted type. He comes to 
the conclusion that prevention of the injury to the nerve must be most 
difficult, that forceps must nearly always be applied, and that the importance 
of the condition is its early recognition in the puerperium in order to prevent 
overaction of the un-paralysed muscles. 


ROENTGENOLOGICAL DIAGNOSIS OF PLACENTA PREVIA. 

The authors describe a method of investigation in cases of placenta 
praevia to be used in conjunction with the usual clinical examination, because 
ot the difficulty of making an exact diagnosis of its situiation on the lower 
uterine segment. They maintain that it is of the utmost importance that 
the obstetrician should know, not only that it is of the complete type, but 
also whether it is situated mainly on the anterior or mainly on the posterior 
wall of the uterus; then he is able to decide whether Caesarean section is the 
best form of treatment and, if so, whether the classical or a lower segment 
incision is the better means of approach. The method they advocate is that 
of filling, but not distending, the bladder with a fluid opaque to the X-rays 
and then the taking of a picture. In a case in which the placenta is normally 
situated, they found that the foetal head fitted closely into a cup on the 
superior surface of the bladder so long as the bladder was not distended. 
But when the placenta was situated on the anterior wall of the lower uterine 
segment it held the head away from the bladder and then a space was easily 
demonstrated between the outline of the foetal skull and the filled bladder. 
They explain that the normal placenta varies from two to three centimetres 
in thickness, but when situated on the lower segment is often rather thinner. 
It always conforms to the shape of the lower segment and to the pressure 
of the amniotic fluid and so is demonstrated with an inner concave surface 
and an outer convex surface. They describe one case in which the head 
was held away from the bladder and later the baby was delivered with the 
hand preceding the head—this abnormality was easily recognized on an 
X-ray photograph. 

B. Jeaffreson. 


The Journal of the American Medical Association 


Volume cv, No. 19, November gth, 1935. 
Maternal mortality and morbidity: Canadian chairman’s address. J. R. 
Fraser. 
Basal metabolism and iodine excretion during pregnancy. Editorial. 


Volume cv, No. 20, November, 1935. 
Death of ovum and pregnancy test. Current comment. 
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Volume cv, No. 25, December 21st, 1935. 
*Ether-oil rectal analgesia in obstetrics: modified technique. J. T. 
Gwathmey and C. O. McCormick. 
Vinyl-ether obstetric anaesthesia for general practice. W. Bourne. 


ErHER-O1t REcTAL ANALGESIA IN OBSTETRICS. 


The original Gwathmey ether-oil method of analgesia has been modified 
and still better results are claimed for the new method, which is as follows. 
Instead of the injection of magnesium sulphate, nembutal is given in two 
doses of three, and one-and-a-half grains respectively, the second smaller dose 
is accompanied by a quarter or a sixth of a grain of morphia in some cases. 
When the effects of the nembutal wear off, the ether-oil mixture is run into 
the rectum by means of a special apparatus designed by McMacormick, 
by this means the solution is injected slowly at a level above the presenting 
part. These rectal instillations may be given at intervals of two and one- 
half hours if necessary. At actual delivery, gas-and-oxygen administration 
is recommended. It is recommended that an enema containing five to 10 
per cent of sodium bicarbonate be substituted for the usual soap injection. 


John Beattie. 


Surgery, Gynecology and Obstetrics. 


Vol. lxi, No. 5, November 1935. 
*Kraurosis vulvae (leucoplakia) and scleroderma circumscripta; a comparative 
histological study. L. W. Ketron and F. A. Ellis. 
“The treatment of senile vaginitis with ovarian follicular hormone. M. E. 
Davis. 
Vol. lxi, No. 6, December 1935. 
*Practical Roentgen pelvimetry a comparison of methods in roo cases. 
J. L. Friedman, L. M. Michels, and A. F. Rossito. 

“The oestrogenic principle, the common aetiological factor of endometrical 
hyperplasia, uterine fibroids and endometriomata. J. T. Witherspoon. 
Histological studies of endometrium during various phases of the menstrual 

cycle. W. 3. Herrel and A. C. Broders. 


Vol. Ixii, No. 1, January 1936. 
*Physiological changes in the ureter associated with pregnancy. H. F. Traut 
and C. M. McLane. 
*Relation of cronic cervicitis to infection of the urinary tract. R. D. Herrold, 
E. E. Ewert and H. Maryan, 
*Rupture of the Graafian follicle and corpus luteum. W. F. Hoyt and 
J. V. Meigs. 
Vol. Ixii, No. 2, February 1936. 
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KRauRosis VULVAE (LEUCOPLAKIA) AND SCLERODERMA CIRCUMSCRIPTA A 
COMPARATIVE HISTOLOGICAL STUDY. 


After an extensive study of this condition, the authors have reached the 
conclusion that many cases daignosed as leucoplakia vulvae, are in reality 
examples of white spot scleroderma of the vulva. Here the characteristic 
degenerated collagenous bundles may be entirely replaced by secondary 
inflammatory and sclerotic tissue due to various local irritants. Leucoplakia 
vulvae may be produced either by degenerative processes in the connective 
tissue, macration of a hyperkeratotic epidermis or a combination of the two. 

A number of cases is reported in detail. In one case leucoplakia of the 
vulva was encountered in a child of eight years. Clinically the patient 
presented a picture of leucoplakia although there was hardly sufficient hype:- 
trophy of the epidermis to support this diagnosis in the histological sense. 
In the cutis, however, the connective tissue showed degenerative changes 
resembling those found in the author’s cases of white spot scleroderma and 
leucoplakia. 

The authors are of the opinion that leucoplakia of the vulva is probably 
frequently superimposed on various pathological processes of the vulva 
whether primarily of a degenerative or inflammatory nature. 


THE TREATMENT OF SENILE VAGINITIS WITH OVARIAN FOLLICULAR HORMONE, 


The use of an oestrogenic substance, amniotin, has been employed in the 
treatment of senile vaginitis by the author. He found that its use rapidly 
restored the normal adult epithelium seen during active sex life. This 
resulted in healing of the ulcerated areas, disappearance of inflammatory 
symptoms, a cessation of the adhesive manifestation and a complete 
disappearance of all symptoms. No undesirable effects were noticed, nor is 
it likely they would occur during the post-menopausal period. The vaginal 
mucosa reverts to the normal senile type but the symptoms do not recur. 
The treatment is simple, inexpensive and feasible. 


PRACTICAL ROENTGEN PELVIMETRY : A COMPARISON OF METHODS’'IN 100 CASES. 


The authors have used two methods of technique in this study, that of 
Moloy with Moloy’s stethoscope and that of Walton with his chart. In 
employing the latter method they have added the lateral view. One hundred 
women were examined Roentgenlogically at Bellevue Hospital between 
August 1934 and April 1935. The first 43 cases were examined by the Moloy 
stereoscopic and Walton’s antero-posterior methods. The last 57 cases were 
also examined in the lateral position with the Walton chart for measurements, 
The authors found that the methods of antero-posterior pelvimetry and 
lateral pelvimetry were simple procedures and gave results which agreed 
closely with each other and with those of the stereoscopic method. The 
reading of the stereoscopic plates according to the method described in this 
communication requires some experience and, of course, the prismatic stereo- 
scope. 

The stereoscope proved very valuable in investigating the relation between 
the foetal head and the bony pelvic canal. 
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THE OESTROGENIC PRINCIPLE, THE COMMON AETIOLOGICAL Factor oF ENDvo- 

METRICAL HYPERPLASIA, UTERINE FIBROIDS AND ENDOMETRIOMATA. 

This paper has been written on the supposition that endometrial 
hyperplasia, uterine fibroids and endometriomata, all have a common aetio- 
logical background, and that the fundamental cause has its origin in 
excessive stimulation of the endometrium, myometrium and_ ectopic 
endometrium by the ovarian follicular hormone. 

Forty-four cases of endometrial hyperplasia were studied. In each case 
the uterus was curetted and the scrapings were diagnosed microscopically as 
hyperplasia of the endometrium. In no case was a fibroid noted. 

In 20 of the cases laparotomy was performed and in no instance was a 
fibroid found, but in every case multiple follicle cysts of the ovaries were 
observed. After varying intervals, the average being four years and nine 
months, all 44 patients returned for a second operation because of uterine 
fibroids; the findings in the endometrium, the myometrium and the ovaries 
at the time of the second operation are here offered as evidence of relation 
between multiple follicular cysts of the ovary, endometrial hyperplasia and 
uterine fibroids. - 


HistoLoGicaL STUDIES OF ENDOMETRIUM DURING VARIOUS PHASES OF THE 

MENSTRUAL CYCLE. 

Herrell and Broders present in this paper a careful histological and clinical 
study of 293 specimens of endometrial tissue. A careful analysis of the 
results obtained reveals the fact that one is not justified in making a diag- 
nosis of hypertrophied or hyperplastic endometrium without qualification. 

The practical significance of cystic areas occurring in the endometrium 
has been indicated, with histological evidence that this is a phenomenon 
indicative of physiological senility. The authors believe that experimental 
evidence presents uncontrovertable evidence that the sub-basal glandular 
tissue is not a pathological process pathognomonic of the preclimacteric state, 
but rather a definite tissue possessing potential possibilities of activities under 
certain conditions. The practical value of a differentiation between true 
atrophic and menopausal types of endometrium is indicated in this study. 


PHYSIOLOGICAL CHANGES IN THE URETER ASSOCIATED WITH PREGNANCY. 

The normal ureter is possessed of rhythmic peristaltic activity which can 
be measured and recorded, but this changes in pregnancy by varying degrees. 
The peristaltic wave diminishes in amplitude from the third month, reach- 
ing its peak during the seventh and eighth months. In the last month 
of pregnancy there is a definite return of muscular irritability as is expressed 
by the measurement of peristalsis and response to stimulation. 

This diminished peristaltic activity of the ureters in pregnancy cannot be 
explained on a pasis of dilatation. On the contrary it appears that dilata- 
ton of the ureters in pregnancy is in great part dependent on the atony of 
the uterers. In the authors’ opinion the ureteral atony wrich they have 
observed during pregnancy, is probably dependent on some unexplained 
chemical basis, and not upon any mechanical factor. 


RELATION OF CHRONIC CERVICITIS TO INFECTION OF THE URINARY TRACT. 
In a series of 32 patients with irritable bladder the authors found that 
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complete relief or marked improvement was obtained in two-thirds of the 
patients following coagulation of the cervix. Improvement occurred more 
frequently in patients with a streptococcal infection as compared to those 
with colon bacilluria. Most of these patients had macrocopically clear urines 
and the sediment revealed bacteria with few or no pus cells. The most 
common type of streptococcus isolated in the examination and study of the 
urinary sediments was the enterococcus group. 

The infected gland bearing tissue of the cervix was destroyed by deep 
crucial incisions. It is necessary that coagulation be followed by dilatation 
of the cervical canal including the internal os. 


RupruRE OF THE GRAAFIAN FOLLICLE AND Corpus LutEeuM. 

In the years 1929 to 1934 inclusive there were 58 patients in the Massachu- 
setts General Hospital who had haemorrhage from rupture of the Graafian 
follicle or corpus luteum which caused symptoms severe enough to warrant 
operation. In carefuly studying this series Hoyt and Meigs came to the 
following conclusions. 

Trauma was not found to be an aetiological factor and the relation between 
the onset of symptoms and the day of onset of menstruation was an aid to 
diagnosis. In mild cases suggestive symptoms were the sudden onset of 
pain, low temperature, slightly raised pulse-rate and low white blood count. 
Patients with severe haemorrhage following rupture showed signs of diffuse 
tenderness, faintness and pain referred by the phrenic nerve to the shoulder. 

The authors advise that a lower abdominal paramedian or midline incision 
be employed to enable exploration of the ovaries by direct vision. The ovary 
should be conserved if possible. The lining of the lesion may be shelled out 
and the ovary reconstructed with a fine non-traumatic suture. 


AMNIOTIC FLUID CONCENTRATE AS AN ACTIVATOR OF PERITONEAL IMMUNITY 

Evidence deduced from a study of 70 dogs shows that certain substances 
when introduced into the peritoneal cavity will excite the production of a 
defensive exudate. 

Amniotic fluid concentrate proved to be the most effective agent in these 
experiments. The only other substance now being employed as an activator 
of peritoneal immunity is the bacterial vaccine of Rankin and Bargen with 
modifications: by Steinberg and Goldblatt, but it can only be used 
pre-operatively 48 to 72 hours before the abdomen is opened, and the 
protection afforded by its introduction is obtained at the cost of considerable 
physiological and clinical upset. Other substances, such as normal saline, 
papain and sodium ricinoleate, were studied chiefly as. controls, but 
amniotic fluid concentrate proved to be the most effective agent. 


EXTRA-UTERINE PREGNANCY; AN ANALYSIS OF 313 CASES FROM THE HARLEM 

HospItaL. 

This study represents an analysis of 313 cases of extra-uterine pregnancy 
admitted to the Harlem Hospital from March 1917 to February 1934. 

The site of implantation was found most frequently in the ampullary 
position, less frequently in the isthmial position, and least frequently in the 
interstitial position. The mortality for the series was 8.3 per cent; of the 
26 deaths, 19 followed abdominal operation. 
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A correct pre-operative diagnosis was made in 79.9 per cent of the cases. 
The authors found that the severity of the clinical picture at the time of 
admission is directly related to the site of implantation, the nearer to the 
uterine horn the more sudden the onset and the more serious the effects. 
Faintness, syncope, or both, were noted in 83.6 per cent of the cases. 


I-XPERIENCES WITH LATZKO’S CAESAREAN SECTION. 

In 1929 Dr. Rosensohn introduced Latzko’s operation in the Bronx 
Hospital, New York, and the authors now present a series of 19 cases in 
which the operation was performed. 

The technique used is given in detail, and all the cases are reported in 
this communication. The authors believe that Latzko’s operation is 
indicated in all cases which cannot be delivered by the vaginal route, and 
potential infection is indicated by fever. It is also advisable to use this 
technique, they believe, in a case in which repeated vaginal examinations 
have been made and the membranes have been ruptured for a long time. 
The two-flap and classical operations still have their place, but Latzko’s 
procedure affords an added protection to the mother. 

In this series there were no maternal deaths and only four cases presented 
serious post-partum conditions. A remarkable feature noted in these 19 
cases was the small amount of haemorrhage and shock with which the 
operation was accompanied. The authors believe that this technique holds 
out a definite promise of reducing foetal and maternal mortality and 
morbidity in infected cases. 

C. D. Read. 


La Gynécologie 


No. 8, August 1935. 
*Some observations concerning contraction rings during labour, situated 
above the external os. Reeb. 
*Concerning advanced extra-uterine gestation. E. Arndt. 
The gynaecological technique of Plombi¢res, J. Tauzin. 
Ninth congress of French-speaking gynaecologists and obstetricians. 
(Algiers, April 1935). 
Report of the Belgian Society of Gynaecology and Obstetrics. (Session 
January 5th, 1935.) 
No. g, September 1935. 
*Physical culture for pregnant women. N. Briukhatov and K. Schepetova. 
Report of the Belgian Society of Gynaecology and Obstetrics. (Session 
February 2nd, 1935.) 


SOME OBSERVATIONS CONCERNING CONTRACTION RINGS DURING LABOUR, 

SITUATED ABOVE THE EXTERNAL Os. 

Spasmodic contractions of the external os during labour are well known. 
Their diagnosis is easy. The diagnosis of contraction rings above the external 
os is more difficult. Contraction rings above the external os do not respond 
well to antispasmodic medication, or even to very deep narcosis; whereas 
the spasmodic contractions of the external os do, and here incisions can 
also be used. 
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Contraction rings occur above and below the presenting vertex; and in the 
following cases the first three are below, and the second three above, the 
vertex. 

Case 1. The patient, who was pregnant for the fourth time, was aged 
39; the membranes ruptured early. A falciform contraction ring was found 
on the posterior wall of the uterus, pushing the head on to the symphysis 
pubis. Antispasmodics had no effect. | Under spinal anaesthesia lower- 
segment Caesarean section was performed. The child lived and the puer- 
perium was uneventful. 

Case 2. The patient, who was pregnant for the second time, was aged 
40; the membranes ruptured early. The cervix dilated quickly; but a con- 
traction ring was formed two centimetres above the external os. This ring 
was incised. A living child was expelled immediately. A submucous fibroid 
complicated the puerperium. 

Case 3. The patient, aged 21, had two children; the second of these had 
been delivered by Caesarean section. Early rupture of membranes occurred. 
As the lie was found to be transverse when the cervix was well dilated version 
was performed under deep general anaesthesia, and the child extracted as a 
breech. This was performed with great difficulty owing to a contraction ring 
two centimetres above the external os. The child was stillborn. 

Case 4. The patient was primipara aged 26. The cervix dilated: quickly to 
half dilatation, when the membranes ruptured. This was followed by feeble 
pains, and very slow cervical dilatation. A contraction ring, notching the 
uterus on the right side, was found above the presenting part. 

Lower-segment Caesarean section was performed, and this disclosed a degree 
of torsion of the uterus of about go°. 

Case 5. The patient was an obese primipara, aged 38. The membranes 
ruptured early. Full dilatation of the cervix occurred in about 12 hours, 
but, although powerful and painful contractions were pesent, the presenting 
part did not advance. Examination under general anaesthesia revealed a 
contraction ring around the neck. A living child was obtained by Caesarean 
section. The puerperium was uneventful. 

Case 6. The patient, aged 22, was pregnant for the second time. The 
membranes ruptured early. Full dilatation occurred in a few hours; but the 
mother was unable to expel the child. A contraction ring round the neck of 
the child could be felt on abdominal palpation. Caesarean section was per- 
formed under general anaesthesia. The child lived and the puerperium was 
uneventful. 

These six cases occurred in 5,134 deliveries. Discussing the aetiology, the 
author points out that low insertion of the placenta was found at operation 
in case 1. In case 2 a uterin fibroid was present, in case 3 the lie was 
transverse, in case Cc hydramnios was present, and in case 6 torsion of the 
uterus. Early rupture of the membranes occurred in all cases. Pituitrin was 
given only in case 3. The innervation of the uterus is often blamed for 
internal contractions rings but antispasmodics were of no use in the 
treatment. 

The muscle is also said to be the cause of these occurrences, and, on going 
into the menstrual history, four cases had a history suggestng poor 
development of the genital organs. 

Discussing the diagnosis the author stresses the importarce of delay with- 
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cut obvious reason. In these cases careful abdominal palpation should be 
performed and also, if necessary, vaginal examination under anaesthesia 
inserting the whole hand into the uterus. The author noticed that in these 
cases if a contraction occurred during the vaginal examination, the head 
appeared to recede. 

CONCERNING ADVANCED EXTRA-UTERINE GESTATION. 

The aetiology of ectopic pregnancy is not certain. The ovo-genetic theory 
supposes the fertilized ovum to develop too quickly; while the tubo-genetic 
theory considers the Fallopian, tube to be at fault. Ovarian pregnancy and 
primary abdominal pregnancy have occurred, but they are rare. 

Ectopic pregnancy is difficult to diagnose after the twentieth week. The 
patient often gives a history of sterility of years. Very active movements of 
the foetus are sometimes marked. Occasionally the uterus can be felt 
separately, about the size of a four-months’ pregnancy. On vaginal examina- 
tion the foetal head is sometimes felt to the side of, or behind, the uterus. 

Sittner stresses the error of diagnosis. Rosenblatt says the advanced cases 
comprise two or three per cent of all cases of ectopic pregnancy. Ryshkov 
reported 1,000 cases of ectopic pregnancy of which five were advanced. 

A spurious labour occurs near to term, the placental vessels contract and 
the foetus dies. The breasts become congested and secrete milk for a short 
time. The uterus involutes and the periods recommence. The dead foetus 
undergoes different modifications, of which calcification is the most favourable, 

Blumm describes many cases of women carrying a lithopoedion and having 
normal pregnancies and deliveries. Leinzelle describes the case of a patient 
carrying a lithopoedion, giving birth to two children and living to be 94 years 
of age. Virchow describes a foetus which had been retained in the abdomen 
for 20 years, and whose organs even when examined microscopically showed 
normal appearances. 


which results in peritonitis or rupture into the rectum, bladder, vagina or 
at the umbilicus. 

Miiller in 1809 was the first to operate on a case of advanced ectopic 
pregnancy. Sittner in 1901 collected 126 cases from the literature; and these 
were added to by Prawossoud, Beckmann, Rosenblatt, Kousnetzov, and by 
the present author who brought the number up to 333 cases. The operation 
of choice is to extract the foetus and. marsupialize the sac. Vaudescal 
delivered a living foetus through the pouch of Douglas but the mother 
died. 

The author describes four cases: 

Case 1. The patient was aged 32; she had been married for 15 years; the 
last menstrual period began on January 28th, 1919. In March she had slight 
haemorrhage and attacks of fainting and vomiting. Foetal movements were 
felt from June 28th to October 21st. In November she had haemorrhage for 
three weeks; and was admitted to hospital. The head and limbs could be 
palpated. A macerated foetus, the placenta and membranes which came 
away easily, were removed by laparotomy. The patient made a rapid 
recovery. 

Case 2. The patient was 43 years old; the last menstrual period occurred 
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in April 1919; she bled per vaginum for two weeks during the third month of 
pregnancy. Movements were felt from August, 1919, to January, 1920. On 
admission to hospital in May a large firm ovoid abdominal swelling could be 
palpated. No foetal part could be felt. The uterus could not be distin- 
guished from the mass. A dead foetus was removed by laparotomy; and 
because of firm adhesions of the placenta and membranes to the intestines, 
marsupialization was performed. The patient was discharged 48 days after 
the operation 

Case 3. The patient came into hospital for delivery. She had had 
pains for two days. On examination the cavity of the uterus was found, to 
be small and empty. The foetal heart sounds were heard, so a diagnosis of 
extra-uterine pregnancy was made, The child was removed by laparotomy, 
but lived only one day. The mother died of severe haemorrhage. 

Case 4. The patient, aged 36, had been married for 13 years and had no 
children; her last menstrual period began on December 2oth, 1930. Foetal 
movements were felt in May. On September 6th she was admitted to hospital 
as a case of ovarian cyst. The foetal heart sounds were heard on examination. 
Treatment, as an out-patient, for toxaemia of pregnancy was commenced, but 
she did not attend, She was admitted to hospital on October 3rd with 
eclampsia. It was decided to perform Caesarean section. Laparotomy 
showed an extra-uterine gestation. The foetus was removed alive. The 
placenta had to be removed in pieces. The mother died just after the 
operation. The child is now 13 years of age; and is normal in all respects. 

Pravesoud reports a foetal mortality of 56 per cent. There are two 
schools as to the optimal time of operation. Stroganow and Pinard suggest 
leaving the case to term. Schauta and Bumm believe in operating as soon 
as the diagnosis is made. The author is of the opinion that his results 
would have been better had operation been undertaken earlier. 


PHysIcAL CULTURE FOR PREGNANT WOMEN. 

Many papers have been written concerning the use of physical culture 
curing the puerperium; but little has been published on the use of exercises 
during pregnancy, especially during the later months. Such papers as have 
appeared give contradictory results. 

The authors of the present article used a series of nine exercises, begin- 
ning with breathing exercises, and including movements designed to 
strengthen and develop mainly the muscles of the chest, back, abdomen, 
perineum and _ thighs. 

They give as contra-indications: (a) inflammatory lesions, (b) toxaemias, 
uephritis and pyelitis, (c) susceptibility to repeated abortion, premature labour 
and haemorrhage, (d) uterine anomalies, (e) fibroids, (f) cardiac lesions (g) 
pulmonary disease, (h) Basedow’s disease. 

One hundred and twenty patients were selected for investigation; but 
only 38 carried out the course of exercises, 

During the exercises the pulse-rate, respiration-rate and blood-pressure of 
the mother were increased; but they quickly returned to normal. The fundus 
of the uterus rose in the abdomen, and the presenting part also seemed to 
rise and become more mobile. The foetal heart-rate increased, but quickly 
returned to normal; while foetal activity was increased and lasted for one or 
two hours. No gross change of position of the foetus was noticed. The 
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patients felt an improvement in their general health and mental outlook due 
to the exercises. 

Four cases of mild pyelitis occurred, but with no serious results, Four 
other patients had to discontinue their exercises, three because of varying 
degrees of cardiac embarrassment, and one because of severe headaches with 
high blood-pressure. 

Out.of 30 labours six were premature, but the children were living and 
viable. Short labours occurred in nine cases, normal in nine, and prolonged 
in 12. In two cases the forceps was necessary, in one case manual removal 
of the placenta was performed, and there was one case of post-partum 
haemorrhage. There were 16 perineal tears, slight rises of temperature in 
10 cases, and more serious fever in two others. In five cases there was slight 
subinvolution. Six patients had trouble with micturition, and nine with 
the bowels. The recti muscles showed no change in three cases, moderate 
separation in 24 cases, and a large amount of divarication in three cases. 

The authors conclude that careful selection of cases is necessary, and that 
the course of exercises must be under constant medical survey. They consider 
that the value of exercises as a prophylactic measure to toxaemia of pregnancy 
is doubtful. Exercises do not always shorten labour, nor do they seem to 
have a direct effect on the uterine contractions. The perineal damage seemed 
to be excessive in cases in which physical culture had been the habit before 
pregnancy. 

R. Newton. 


Gynecologie et Obstetrique 


Vol. xxii, No. 3, September 1935. 
*The female sex hormones. R. Moricard. 
*Secondary deposit, in the acromion, of a carcinoma of the body of the 
uterus removed six years previously without local recurrence. H. Fobe. 
*An enormous congenital tumour arising in the pericardium. J. Minne, 
and L. Gerney. 
Vol. xxxii, No. 4, October 1935. 
*The incidence, prognosis and management of triple gestation. A. Weil. 
*The diagnosis of ectopic gestation. R. Meyland, and R. Mossadegh. 
*A hydatid cyst of the right labium majus. N. Anagnostidis. 


Vol. xxxii, No. 5, November 1935 

*The indications for lower segment Caesarean section in breech presentations 
Brindeau, and Lantuéjoul. 

The pathology of adenoma cervicis. Laffont, Montpelier, and Laffargue. 
*Primary carcinoma of the Fallopian tubes. Held. 
*Constitution and sterility. Schteingart, Ramos, and Chasin de Urisou. 
*A case of a solid folliculoma. Delannoy, and Bedrine. 
*The value of nerve block in gynaecology. Bakscht. 
“The use of albichtol in gynaecology. Sdravomslov. 

Vol. xxxii, No. 6, December 1935. 
Discussions of criticisms of the method of medical delivery. J. Kreis. 
*The radiological treatment of primary carcinoma of the vagina. E. Held. 
*A new operative method for the termination of early pregnancy. E. Boero 
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Tubercle bacilli in human milk and the after history of children nursed by 
women with open phthisis. Blisnjanska, Lasarevitsch, and Triousse. 
A note on the biological test for pregnancy. Oustiachvili. 


SECONDARY DEPOSIT, IN THE ACROMION, OF A CARCINOMA OF THE BODY OF THE 
UTERUS TREATED BY HYSTERECTOMY. SIX YEARS PREVIOUSLY WITHOUT 
LocaL RECURRENCE. 


The author describes a case of acromial metastasis of a columnar celled 
carcinoma of the uterus and reviews the few cases of osseous metastasis of 
uterine cancer which have been published. 


AN ENORMOUS CONGENITAL TUMOUR ARISING IN THE PERICARDIUM. 


A case of a solid teratoma in the pericardium of a new-born child is re- 
ported. The tumour was the size of an adult’s fist. The great vessels were 
anomalous in their origin, attributable, in the author’s opinion, to the 
mechanical effects of the tumour in modifying the torsion of the bulbar 
septum. While solid teratomata not infrequently arise in the mediastina, 
the author has been unable to find any previous report of one arising within 
the pericardium. 


THE INCIDENCE, PROGNOSIS AND MANAGEMENT OF TRIPLE GESTATION. 

In eight years there have been eight cases of triplets in the Tarnier clinic, 
an incidence of one in 3,318. This is a higher incidence than that: recorded 
by other authors. Of the eight cases four were binovular, three were triovular, 
cne was uniovular. Fourteen of the children were female, nine were male. 
This preponderance of females does not accord with Veit’s findings in his 
study of 1,689 cases, which gave a male:female ratio of 110:100. In five 
of the eight cases the triplets were of the same sex. Veit gives an incidence 
of 48 per cent of unisexual triplets. 

In six cases pregnancy continued to the twenty-eighth week or longer. 

In one case the mother, already in poor general condition, died of shock 
a few hours after delivery. The other mothers did well. 

Of the 19 viable children, three were feeble and died soon after delivery. 
Two died at nine and 13 months old respectively. The remaining 14 infants 
developed normally. No obstetric complications were encountered. The 
author stresses the need for the avoidance of interference and the particular 
care necessary in the third stage on account of the large surface area of the 
placenta, and the atony of the uterine wall resulting from its distension. 

A bibliography of triple pregnancy is appended. 

THE LOWER SEGMENT CAESAREAN OPERATION IN BREECH PRESENTATIONS. 

In a too lower segment operations, a breech presentation formed the 
indication in five cases. In the authors’ opinion the usual immediate indic- 


ation for the operation in this presentation is dystocia due to anomalies of 
the uterine contractions. 


PRIMARY CARCINOMA OF THE FALLOPIAN TUBES. 


The patient, aged 65, complained of leucorrhoea and some low back pains 
The diagnosis was established by an initial colpotomy. At operation meta- 
stases were found in the pouch of Douglas and in the parametrium. Operation 
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was followed by utero-vaginal radium therapy, the dose being 7,200 milligram- 
hours in 144 hours. 
Death occurred three months after treatment. 


CONSTITUTION AND STERILITY. 

This is a review of 30 cases of sterility in which special attention was 
paid to the general habitus of the patient. X-ray photographs are appended 
showing the abnormal appearances of the sella turcica noted in some of the 
cases. 


THE VALUE OF NERVE BLOCK IN GYNAECOLOGY. 

By the injection of novocaine into the perirenal space the author claims 
to block both the lumbar plexus and the lumbar sympathetic chain; he states 
that he has obtained good results in three types of cases: cases of gonococcal 
arthritis, cases of pelvic peritonitis and cellulitis, and cases of ill-defined 
pelvic pain. 


THE USB OF ALBICHTOL IN GYNAECOLOGY. 

Albichtol is a white substance closely allied to ichthyol. Its uses are 
similar to those of ichthyol. Its colour gives it an advantage and, moreover, 
it appears to be less irritant than ichthyol. The author gives an account 
of its chemistry. 


THE D1AGNosIs OF Ectopic GESTATION. 

This is a careful study of the various diagnostic aspects of ectopic gestation, 
assessing the significance of the various points in the anamnesis, and the 
clinical and laboratory findings in each case, although no new material or 
opinions are brought forward. 


A Hypatip Cyst OF THE RIGHT LaBIuM MaJus. 
This case is described from a Salonika clinic. The cyst was excised and 
hooklets found in the contents. 


A CASE OF A SOLID FOLLICULOMA OF THE OVARY. (BRENNER’S TUMOUR.) 

The tumour arose from the right ovary in a patient aged 46. There 
was no menstrual disturbance and the main complaint was abdominal pain. 
She had lost some weight. 

Macroscopically the tumour resembled a fibroma. Microscopically there 
appeared to be scattered islets of epithelial cells throughout the tumour. 
Serial sections showed these cell islets to anastomose with each other. Cystic 
change usually eccentric, was present in some of the islets. 

The authors consider the specimen a typical instance of the condition 
described by Brenner. In their opinion the criteria of such a tumour are 
three: the presence of granulosa-like cells, the formaton of cavites resemb- 
ling earlier follicles, and condensation of the stroma around the islets. 


THE FEMALE SEX HORMONES. 

Moricard contributes a review of the problems arising in the co-ordination 
of the known properties of the female sex hormones with the morphological 
changes of the female sex cycle. His main contention is that significance 
of the cytological changes manifested by the gonads under the action of the 
sex hormones has been unduly neglected in favour of the more obvious 
changes of follicle ripening and luteinization. 
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After reviewing the historical experiments demonstrating the existence 
of the sex hormones he observes that the biphasic hormonal activity, of the 
pituitary and the ovary is still but a hypothesis. In most work done on the 
actions of the hormones the two fundamental phenomena of growth, to 
which they must be related, have been overlooked. -These are the phenomena 
of the inception of cell division, and in particular of reduction division, and 
the phenomenon of embryonic growth. Reviewing first the cytology of 
maturation and ovulation he points out that in the rabbit at the time 
when ovulation occurs, 12 hours after coitus, the ojcyte has already under- 
gone a double reduction division, the earliest signs of which appear within 
half an hour after coitus. Study of the Golgi network of the cells of the 
granulosa shows that immediately prior to maturation of the ovum these 
cells have become polarized towards the odcyte; during the phase of dis- 
tension of the follicle they lie indifferently. The inception of reduction 
divisions must be due to the penetration within the oiicyte of substances 
elaborated by the cells of the corona radiata. 

Allen’s and Doisy’s experiments do not prove that the hormone which 
causes oestrus normally arises from the follicular fluid, but merely that the 
liquor folliculi contains such hormones. In censidering Corner’s and Allen’s 
demonstration of a luteinizing hormone Moricard considers two fundamental 
facts were overlooked; the fact that the effect of the extract was observed 
on a uterus already subjected to the action of oestrin and the fact that the 
extracts always contained folliculin. 

A similar criticsm is levelled against some of the evidence for the existence 
of a diversity of pituitary hormones, namely that, in taking luteinization as 
a criterion of an effect upon the ovary, disproportionate importance is attri- 
buted to the corpus lutem. The characteristic effect of the pituitary on the 
ovary is not the formation of a corpus luteum, but a more fundamental 
phenomenon, the initiation of the reduction division which precedes ovulation 
and Moricard prefers to give the name of mitosines to the hormonal complexes 
of the anterior pituitary. 

To the statement that separate hormones have been isolated from the gland 
he would say that it is not the specific hormones but their various effects 
which have been isolated. 

From a functional point of view the pituitary hormones or mitosines fall 
into two groups, those inducing growth of the gonads and those inducing 
growth of the soma. He considers that such a conception would correlate 
the genital with the somatic functions of the pituitary. 


A New OPERATIVE METHOD FOR THE TERMINATION OF EARLY PREGNANCY. 

The author aspirates a small quantity of liquor amnii by paracentesis and 
then injects one to three cubic centimetres of a 40 per cent formalin solution 
into the uterus. Death of the foetus is followed by its expulsion within 48 
hours. The author does not give any detailed case records. 


THE RADIOLOGICAL TREATMENT OF CARCINOMA OF THE VAGINA. 


The author gives the records of nine cases of carcinoma of the vagina 
treated with radium at the Geneva clinic. 

Two vaginal tubes are used containing up to 35 milligrams of radium 
element, combined with an intra-uterine applicator of 25 milligrams of 
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radium element. The exposure given is about 144 hours, giving a total 
vaginal dose of 4.320 milligram-hours, or 32.4 mcd. The vaginal tubes have 
a filtration of 1.5 millimetres of platinum, the uterine filtration being less— 
1 millimetre of platinum. Little or no difference was observed between the 
cases in which the treatment was given in one sitting and those in which it 
was divided. 

Continuation deep X-ray therapy was given to all the cases, commencing 
as soon as possible after the radum treatment. The method adopted was that 
of extended fractional dosage. 

Freedom from recurrence has been noted in three of the cases, for eight 
years, seven years and three years respectively. 


P. Malpas. 


Bruxelles Médical. 


Vol. xvi, No. 4, November 24th, 1935. 

*TIs induction of labour an out-of-date procedure? Paul Pastiels. 

Report of the proceedings of the Sdcitt¢ Belge de Gynécologie et 
d’Obstétrique, November 9th, 1935. (i) Intestinal obstruction during 
labour. Mm. Pastiels and Straetmans. (ii) Two cases of intestinal mal- 
formation in the newborn. K. Nolens. 


Vol. xvi, No. 5, December tst, 1935. 
“The inhibitory effect of folliculin on the secretion of milk. J. Snoeck. 


Vol. xvi, No. 6, December 3rd, 1935. 
*The role of the thymus in growth and genital development. P. Lereboullet. 
The cure of cancer. Editorial. 
*A case of placenta accreta which eroded the uterine wall as far as the peri- 
toneal surface. R. Schockaert. 


Vol. xvi, No. 8, December 22nd, 1935. 
*Radium treatment for uterine haemorrhage of benign origin. L. E. Phaneuf. 
Vol. xvi, No. 9, December 29th, 1935. 
A case of normal pregnancy with a swab remaining in the uterus from a 
previous Caesarean section. R. Schockhaert. 


Is INDUCTION OF LABOUR AN OUT-OF-DATE PROCEDURE? 

Pastiels regrets the present tendency to solve all obstetrical difficulties by 
the performance of Caesarean section. The introduction of the lower 
segment operation, whilst conferring many benefits, has tended to replace 
the more conservative obstetrical procedures by unnecessary surgical inter- 
ference. He believes that neither lower segment Caesarean section nor 
sympysiotomy should be allowed to displace induction of labour. 

Thirty cases are described in which induction of labour was carried out 
at term in 15 and before term in the remainder. A modified Krause’s method 
was used and a special gum elastic bougie for this purpose is described. The 
chief indication for induction was toxaemia of pregnancy but the method 
was also used for disproportion. The contra-indications to induction of 
labour are: (1) extreme degrees of pelvic contraction; (2) abnormal presenta- 
tions—excluding breech presentations; (3) pelvic tumours or infection. The 
author does not believe that primiparity constitutes a contra-indication. 
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In the cases described 29 inductions were successful; there were no com- 
plications attributable to the procedure. One child died from prematurity 
but induction in this case was carried out solely in the interests of the mother. 


THE INHIBITORY EFFECT OF FOLLICULIN ON THE SECRETION OF MILK. 


The literature dealing with the endocrine control of mammary function 
is reviewed and, from the recent experimental work on the effects of oestrin, 
progestin and prolactin on the breast, the following conclusions are drawn: 
(1) during pregnancy oestrin is responsible for proliferation of the glandular 
acini and galactiferous ducts; (2) progestin may assist in this proliferation 
but is not essential to it; (3) oestrin prevents the formation of prolactin by the 
anterior lobe of the pituitary gland so that lactation only occurs when the 
level of oestrin in the blood falls during the puerperium. 

In view of these facts it was decided that the administration of oestrin 
immediately after parturition should inhibit the secretion of milk. Twenty- 
five patients in whom lactation was not desired were treated. Using di- 
menformone, a total of 100,000 units of oestrin were given in three injections 
on three successive days. The first injection was not given until at least 
24 hours after delivery—when the formation of milk had already commenced. 
In six cases lactation had been in progress for periods varying from eight 
days to 15 months. From the immediate and remote results, the author is 
convinced of the value of this treatment as a means of rapidly stopping the 
secretion of milk and allaying engorgement of the breasts. It is suggested, 
however, that larger doses given for a longer period may be necessary in 
some cases—especially in those in which lactation is well established before 
the commencement of treatment. 


THE ROLE OF THE THYMUS IN GROWTH AND GENITAL DEVELOPMENT. 


The major portion of this article is devoted to a classification of original 
and previously recorded experimental work in order to emphasize the main 
relations between the thymus and growth and genital development. Clinical 
results with thymus extract in the male are recorded and the effects of this 
extract on the female are also described: the therapeutic results in the female 
are less definite than those in the male. 

The author claims that some cases of dysmenorrhoea and amenorrhoea 
respond favourably to treatment with extract of the thymus gland. Men- 
struation becomes more regular and painless as the result of such treatment, 
and the obesity of puberty frequently disappears. 


A CASE OF PLACENTA ACCRETA WHICH ERODED THE UTERINE WALL AS FAR AS 
THE PERITONEAL SURFACE, 


This is described with a view to emphasizing the aetiology of placenta 
accreta. The patient had two abortions followed by curettage. The third 
child was delivered at term with the forceps and a partially adherent placenta 
necessitated a difficult manual removal. The patient recovered from puerperal 
sepsis and subsequently became pregnant again. After the spontaneous 
delivery of a premature child the placenta again had to be removed manually : 
there was no plane of cleavage and after it was removed a hole in the.uterine 
wall was felt by intra-uterine exploration, The uterus was not completely 
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ruptured since the peritoneum remained intact. Subtotal hysterectomy 
resulted in the patient’s recovery. The specimen showed invasion of the 
uterine wall by placental tissue as far as peritoneum and the writer considers 
that, had labour not commenced prematurely, spontaneous uterine rupture 
would have occurred. 

The following views as to the aetiology of the condition are discussed: 
(1) deficient decidual reaction secondary to a deficient corpus luteum; (2) 
atrophic endometritis; (3) cornual implantation of the placenta; (4) the 
presence of uterine scars; (5) previous radium or deep X-ray therapy; (6) 
previous curettage. 

The author considers that curettage with permanent injury to the uterine 
mucosa is the usual cause of placenta accreta and the case described bears 
out his contention. Three other cases of spontaneous uterine rupture during 
pregnancy following previous curettage are also recorded, They were all 
due to invasion of the muscle by chorion. 

The prognosis is always grave and whenever the condition is discovered, 
during attempts at manual removal of the placenta, the uterus should be 
packed at once and hysterectomy carried out as early as possible. 

The cause of retained placenta as distinct from adherent placenta, and 
the differential diagnosis between the two conditions, are also considered. 


RADIUM TREATMENT FOR UTERINE HAEMORRHAGE OF BENIGN ORIGIN. 

Benign haemorrhages are divided into three categories: (1) those of 
puberty; (2) pre-climacteric; (3) post-menopausal. 

Radium has advantages over hysterectomy in that the immediate mor- 
tality is less and the patient’s stay in hospital is shortened. The use of 
radium is contra-indicated if the patient has large fibromyomata uteri, adnexal 
disease, or ovarian neoplasms. 

Radium may be used in the treatment of fibromyomata providing the 
uterus is not larger than it is at the twelfth week of pregnancy: the best 
results are seen when the tumours are situated intramurally. This treatment 
is usually to be avoided in young patients suffering from fibromyomata. 

One hundred and fifty patients were treated for the following conditions : 
fibromyomata, 27 haemorrhage at puberty, 8; pre-climacteric bleeding, 1009; 
post-menopausal bleeding, 11. 

The radium is applied in a bronze tube containing four needles, each 
containing 12.5 milligrams of radium sulphate, that is a total of 50 milligrams. 
The tube is screened with rubber and held in the uterus by packing. The 
total dose varies according to the age of the patient. In the latest cases the 
only anaesthetic used during dilatation of the cervix was one per cent 
novocaine injected into the bases of the broad ligaments and around the 
base of the bladder and pouch of Douglas. Doses varied from 1,800 to 3,475 
milligram-hours for cases of fibromyomata. Radium had to be repeated in 
three cases, but only one patient required subsequent hysterectomy. The 
author states that the fibromyomata actually disappeared in 24 cases. 

For haemorrhage at puberty, 400 to 600 milligram-hours was the usual 
dose. Regular menstruation followed in six cases, but the bleeding recurred 
in two. 

The usual dose of radium for menopausal and post-menopausal haemor- 
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rhage was 1,800 milligram-hours: all cases except two were cured. Moreover, 
additional operations were carried out at the same time as radium was 
inserted: the radium had no adverse effect on the healing of incisions in the 
vaginal wall and perineum, 

There was no fatal result, and no subsequent pregnancy occurred in 
any of the patients treated. The vaginal discharge which persists for about 
two months after treatment was controlled by douching. 

J. N. A. Jeffcoate. 


Rassegna d’Ostetricia e Ginecologia, Naples. 


*A new hypothesis regarding dilatation of the uterus and the formation of 
the ovarian follicle, G. Cristalli. 


A New HyportHESIS REGARDING DILATATION OF THE UTERUS AND THE 
FORMATION OF THE OVARIAN FOLLICLE. 


In a foreword to this paper Mussolini states: ‘‘If criticism be made 
without secondary aims it should be received with satisfaction, not with 
acrimony.”’ : 

The remarkable increase in size and weight of the gravid uterus through 
hyperplasia and hypertrophy of its elements is an undisputed fact. But no 
clear solution has yet been given of the factors which determine the change. 

Cristalli refers to the rather obscurely expressed views of Calze, Meli, and 
others in the seventeenth and eighteenth centuries, who think that ‘‘active 
vital dilatation of the uterus is due to the internal stimulus from its contents.”’ 
Sfameni discussing the problem in 1905 stated, ‘‘ Nothing is passive or 
mechanical in gravid evolution. All is twofold muscular action, systole or 
contraction, diastole or dilatation. The muscle cells not only return to their 
original state but go beyond it, muscle having an ultra-diastolic activity.” 

Most obstetricians favour the view that dilatation is due to a progressive 
increase in the contents of a hollow viscus. But in the first months the 
volume of the ovum is insufficient to cause pressure on the uterine walls, and 
increase in size and capacity of the uterus also occurs in ectopic gestation. 

Cristalli considers the most satisfactory explanation is indicated by Carrel 
(Human Biology; the relations of cells to one another, New York, 1930) 
whose central idea he quotes: ‘‘ Cells isolated from the body preserve for 
several years (an instance is given of vitality after 20 years) the habit of 
forming colonies and building up tissues of the same structure as in the 
parent organism, Epithelial cells unite by their edges forming a kind of 
pavement. Fibroblasts... can surround epithelial cells in acinus-like forma- 
tion (Fisher). Thyroid cells may form alveoli with secretory substance.’’ 

Evidently, therefore, ‘‘cells show a blind tendency to form organs even 
when there is no organism and no object for such formation.’’ ‘‘On the 
contrary monocytes of the blood never fuse into tissues.’’ 

Cristalli deduces that uterine elements especially the fibroblasts obey an 
inherited millenial instinct to form tissues and organs. Carel agrees with 
him, writing in answer to Cristalli ‘‘I believe as you do that the tendency to 
form tissues gives the uterus its form. Cellular elements have an innate 
instinct to take a special form under certain stimuli.”’ 
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Similar reasoning applies to the formation and growth of the ovarian 
follicle. Neither eccentric pressure nor de-relaxation can be claimed in 
follicular cyst formation since the liquid exerts no high pressure on the cyst 
walls and these are devoid of active muscular fibres. Here too the inter- 
vention of heredity may be invoked. Innate instinct makes the cell respond 
to certain chemical stimuli. The mind immediately recurs to hormones which 
however may not be the only stimuli, since others may as yet have escaped 
analysis. 

Cristalli concludes that Carrel’s biological concepts throw much light on 
the interpretation of life, and that they explain better than previous hypoth- 
eses the origin of arterial dilatation and of the formation and maturation of 
ovarian follicles. 

J. H. Filshill. 


Zentralblatt fur Gynakologie. 


No. 46, November 16th, 1935. 

Obituary, Gustav Adolf Walcher. A. Mayer. 

Maternal and infantile mortality after delivery and cases of death after 
abortion and tubal pregnancy. H. Stechmann. 

Neonatal mortality. F. Bernhart. 

The significance of gonotropic hormone research in the diagnosis of chorion- 
epithelioma and the duration of recovery. F. Englehart. 

Biological investivation of melanophoren hormone in pregnancy urine by the 
fish test. Al. Mandelstamm. 

The influence of sexual hormone upon the suprarenal cortex. I. N. 
Esiaschwiil. 

Puerperal uterine inversion. F. Hinrichs. 

No. 47, November 23rd, 1935. 

Unilateral absence of the ovary. A. Bock. 

A case of unilateral ovarian aplasia with accompanying rudimentary Fallo- 
pian tubes. J. Ostenfeld. 

The occurrence of isolated peripheral radial palsy in the newborn. H. Krafit. 

Eugenic sterilization in women. K. Kayser. 

The determination of sex by Schoner’s and Marbes’s statement from statis- 
tical comparision. O. Schéner. 

*Malaria and the puerperium. K. Provos. 

*The connexion between the function of the mammary gland and the 
endocrine glands. W. Sawizki. 





iris 


No. 48, November 30 1935. 
New observations and points of view on the subject of genital tuberculosis. 
P. Caffier. 
The question of peritoneal generalization of benign ovarian papillomata. 
F. Posatti. 
*The reconstruction of the functioning menstrual canal. P. Straszmann. 
Insulin treatment of menstrual disturbances. B. Liegner. 
- A lymphangioma of the uterus. E. Léffler. 
The use of devegan in obstetrics. J. Botella-Llusia, 
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No. 49, December 7th, 1935. 
*Tntra-abdominal bleeding after normal delivery. H. Kiistner. 
Statement of some follow-up investigations of the chemical pregnancy 
reaction of Visscher and Bowman. C. Dolff. 
Two obstetrical aid grips of the Dajaks of Dutch South Borneo. M. Vischer. 
Chronic inflammatory omental tumour. F. Kovacs. 
Painless labour with octinum Ph. Janson. 


No. 50, December 14th, 1935. 
*The operative treatment of complete extirpation of the uterine cavity. 
L. Niirnberger. 
The Webster-Baldy-Franke operation. K. Miill. 
Vesico-fixation of the uterus as the operative treatment of retroflexion, 
descent and prolapse of the uterus. L. Kropp. 
~ Pregnancy with malformations of the uterus and vagina. A. G. Dobis. 
A new apparatus for blood transfusion without dilution. W. Briem. 
The significance of amenorrhoea in tuberculous women. F. Gal. 
Sterilization, the interruption of pregnancy and castration. F. Neukamp. 
The causation and treatment of high presenting part. K. Nordmeyer. 
*Megarectum-sigmoid-colon of the mother as a hindrance to delivery. 
C. Rouramo. 
Extra-uterine pregnancy as a hindrance to spontaneous delivery. C. J. H. 
de Geus. 
Extra-uterine pregnancy interrupted at the sixth month. K_ Hollosi. 


No. 52, December 28th, 1935. 
The question of spontaneous annular tearing of the portio vaginalis during 
labour. S. M. Klein. 


No. 1, January 4th, 1936. 

Comparison of vitamin C in different placentae. P. Caffier and R. Ammon. 

Studies in the physiology of milk formation. K. J. Anselmino, L. Herold, 
F. Hoffmann and R. I. Pencharz. 

The cyclical character of conception. A. E. Manulkin. 

The dynamic phenomenon in the cervical angle with fundal manipulation of 
cephalic presentation of limited motility. R. Knebel. 

*A Krukenberg tumour; the diagnosis of which could be made from a diag- 
nostic excision of a portion of the vaginal cervix. Chr. Haffths. 

The small cystic ovary. L. Kraul. 

The value of the unremoved ovary after hysterectomy. E. Tonkes. 
Spontaneous rupture of the aorta in a woman eight months pregnant 
following degeneration of the media in the ascending aorta. A. Gobel. 
Gynaecological and obstetrical diagnosis in women suffering from mor- 

phinism. F. M. Meyer. 





No. 2, January, 11th, 1936. 
Obituary. Stephan v. Toth. Frgyesi. 
The place of man among the vertebrates. K. de Snoo. 
The treatment of puerperal mastitis with weak X-rays. E. Steinkamm. 
The local treatment of cracked nipples with vitamin A at different concen- 
trations. A. C. Knuz. 
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*Placenta increta and rupture of the uterus. H. Dworzak. 

Placental rupture without trauma. <A. Gobel. 

Caesarean section in cases of infection or suspected infection. W. Graf. 
Prolapse of the arm through the anus. W. Lindemann. 

Intra-uterine amputation of the foot by an amniotic band. L. Milew. 

No. 3, January 18th, 1936. 

Obituary. Constantin J. Bucura. R. Hofstatter. 

Illumination diagnosis in gynaecology. 7. Klaften. 

Opportunity and pursuit in eugenic sterilization. E.C. Lork. 

A new tubal snare. S. Stephan and H. G. Noack. 

The value of the Franz operation. E, Wehefritz. 

Operation on a complicated ovarian tumour. A. v. Fekete. 

Removal of the appendix; an aetiological factor in biliary disease. J, Scharf. 
MALARIA AND THE PUERPERREUM. 

Provos points out that the present day tendency is to ascribe all cases of 
pyrexia during the puerperium to infection of the genital track. 

Among a population of five millions in Greece there is an annual mortality 
from malaria of 7,000. In addition many non-fatal cases occur as compli- 
cations of other conditions. 

Apart from the cases of malaria which occur and are treated during 
pregnancy there are occasional recurrences during the puerperium. Out of 
1,700 births under his own observation in the Second University Clinic in 
Athens there were 100 cases of recurrent malaria of typical course and blood- 
picture. In addition there were 130 cases which had not previously suffered 
from malaria in every case and in which the diagnosis was not immediately 
obvious. 

Diagnosis followed by routine anti-malarial treatment led to a rapid 
disappearance of the pyrexia and illness. 


THE CONNEXION BETWEEN THE FUNCTION OF THE MAMMARY GLANDS AND THE 
ENDOCRINE GLANDS. 


Sawiki worring in Kiew on the function of the mammary glands has come 
to the following conclusions. The administration of folliculin to the puerperal 
woman in most cases retards mammary activity. The secretion of milk 1s 
hindered and consequently the swelling of the breasts, which remain soft and 
free from pain. The administration of folliculin with prolan brings about an 
even more marked result. 

Therapeutic use can be made of these findings in the case of a dead foetus 
to prevent the secretion from starting or when lactation has been established 
and weaning is proposed. 

Further testing of the writer’s conclusions is asked for so that the results 
from a large number of cases can be tabulated. 

At the present time the writer is employing rectal injections of pregnant 
patients’ urine. He proposes to give a later report on his results. 


THE RECONSTRUCTION OF THE FUNCTIONING MENSTRUAL CANAL. 


Straszmann describes the cases of six patients who suffered from oblitera- 
tion of the uterine cavity after curetting for retained products of conception 
with bleeding and infection. 
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Five cases followed the delivery of a living child at term, and one a 
miscarriage. 

The patients suffered from severe abdominal disturbance and headache 
at monthly intervals corresponding to the menstrual cycle, uterine bleeding 
being entirely absent. On physical examination the sound could not be 
made to pass as far as the internal os, and at the later operation no mucosa- 
lined cavity could be demonstrated inside the solid uterine body. 

Judging from the reaction of the tubal mucosa to an extra-uterine preg- 
nancy the writer thought that it might be utilized for menstruation. To 
obtain this result he approached one of the Fallopian tubes through an 
anterior colpotomy; the selected Fallopian tube was then separated from its 
uterine attachment. The solid uterus was then split from top to bottom. 
Into this artificial cavity the separated Fallopian tube was laid with the 
fimbriated end lying free in the peritoneal cavity and the detached uterine 
end approaching the internal os uteri. 

The blood-supply to the dislocated tube was carried through the tubo- 
ovarian ligament and fixaton was secured by stitches at the fundus of the 
uterus and at the internal os, the lower stitches being left long and hanging 
out of the cervical canal. : 

No operative difficulty was encountered in carrying out this procedure 
except in the case following the miscarriage in which the parts were very 
soft and the Fallopian tube was torn in the middle when being fixed in its 
new situation; in this case the other Fallopian tube was detached and utilized 
without mishap. The post-operative period was not complicated and was 
followed by the onset of regular menstruation and the disappearance of all 
monthly disturbances. 

Up to the present time there has been no case of pregnancy in any of 
the six cases although only in one have active contraceptive precautions 
been taken. i 


INTRA-ABDOMINAL BLEEDING AFTER NoRMAL DELIVERY. 

Kiistner describes the case of a primpara, aged 30, with four children; 
she was admitted to the Leipzig University Clinic at the onset of an appar- 
ently uncomplicated labour. Her previous history showed that she had had 
two previous full-time deliveries and one premature delivery followed by 
curettage after the first child. 

Labour was uneventful and delivery was effected by the forceps on account 
of sudden albuminuria and a rise of temperature. The separation of the 
placenta was delayed and finally brought about by Crédé’s method under 
anaesthesia. The patient remained in good condition until four hours after 
the end of labour. She then suddenly showed signs of a severe intra- 
abdominal haemorrhage which called for a blood transfusion before laparo- 
tomy could be undertaken, At the operation the abdominal cavity was 
full of fresh b'ood which was still coming from a hole, the size of a mark, 
in the fundus of the uterus. The total loss of blood was estimated at abvut 
2,500 to 3,000 cubic centimetres. 

The walls of the hole were excised and the wound in the uterus carefully 
closed; while the operation was going on a second blood transfusion was 
given. A drain was left in the abdominal wound. 
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Histological examination of the edges of the excised opening showed it 
to be of old standing with the peritoneal covering fusing with the inner 
surface of its wall. In addition the placental site lay completely across the 
opening. 

There was no history of any damage to the uterine wall except possibly 
during the curettage following her second pregnancy; if damage had occurred 
it had not interfered with her third pregnancy and labour which were normal. 
It is suggested that the fact that the placental site was over the opening 
was a contributory cause of the alarming haemorrhage. 


THE OPERATIVE TREATMENT OF COMPLETE EXTIRPATION OF THE UTERINE 

Cavity. 

Niirnberger refers to the published work of Straszmann and describes a 
case of disappearance of the uterine cavity after an operation for abortion 
in a girl of 20 years. This patient suffered from exactly the same symptoms 
as those patients described by Straszmann and, in addition, there was a 
considerable degree of mental distress following the non-appearance of 
menstruation. In this case the operator opened the abdomen from above 
and prepared a canal through the uterine body down to the external os 
after splitting the whole organ. The prepared gutter was then thickly lined 
with uterine mucosa obtained by curetting another patient’s uterus. Finally 
before closing the uterine wound a strip of gauze thickly soaked in oil, was 
laid in the cervical canal and lower third of the uterine body. The patient 
from whom the mucosa was obtained was 21 years of age and of the same 
blood group. 

From the fourth day till the tenth day after operation the patient was 
given 100 mouse-units of folliculin. On discharge from hospital one month 
after the operation the uterine cavity measured five centimetres. 

Forty-two days after the operation the patient menstruated for five days 
and has menstruated at monthly intervals since. 

The writer considers that in view of the results of Straszmann and himself 
one should not advise against operation in case of obliteration of the uterine 
cavity. He considers that his own method is preferable to that of Straszmann 
because it holds out better prospects of a satisfactory termination if the 
patient should become pregnant at a later date. 


MEGARECTUM-SIGMOID-COLON IN THE MOTHER AS A HINDRANCE TO DELIVERY. 

Rauramo describes the case of a primipara admitted to hospital in 
Viipuri for obstructed labour. The uterus was pushed to the right by an 
enormously distended large intestine; the cervix was fully dilated, but one 
wall was pressed against the other by an enormous faecal mass which filled 
the whole pelvis and the left half of the abdomen. | 

The vulva was normal in appearance. The anal region was completely 
covered with smooth skin and there was no anal orifice. The vagina was 
extremely narrow; the rectum opened into the posterior vaginal wall about 
three centimetres above the posterior fourchette; the opening admitted the 
tip of a finger. In view of the extreme narrowness of the vagina and the 
great risk of infection from the intravaginal anus it was decided to deliver 
the child by Caesarean section, 
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After evacuation of the uterus efforts were made to empty the large 
intestine of its scybalous contents. An assistant dilated the small intra- 
vaginal anal orifice digitally and the rectum was then empted by combined 
manoeuvres from above and below. Before closing of the abdomen the 
uterus was amputated to avoid an ascending infection. 

Recovery from operation was marked by repeated attempts to obtain 
satisfactory evacuation of the bowels. Eventually the patient returned 
home well and with a considerable relief to her previously obstinate con- 
stipation. 


A KRUKENBERG TUMOUR; THE DIAGNOSIS OF WHICH COULD BE MADE FROM 

A DiaGNostic EXCISION OF A PORTION OF THE VAGINAL CERVIX, 

Harms gives the history of the case of a nulliparous woman of 44 years 
who gave a history of abdominal pain of four weeks’ duration. 

On examination she was found to have a nodular enlargement of the 
vaginal portion of the cervix, a large fixed uterus and another separate tumour 
of the size of a foetal head adherent to the uterus. A provisional diagnosis 
of carcinoma of the uterus with secondary metastases in the ovary was 
made and a small wedge was excised from the cervix for histological ex- 
amination. . 

The report on this specimen showed it to be a typical Krukenberg’s 
tumour and, on this finding, the diagnosis of Krukenberg’s tumour with 
secondary involvement of the uterus was made. 

The uterus, Fallopian tubes and ovaries were removed; the operation was 
rendered difficult because of adhesions between the growth and the lateral 
pelvic walls and bladder. Histological examination of the specimen showed 
wide infiltration of the whole uterine wall, ovary and vaginal wall with 
growth. Post-operative investigation of the condition of the stomach by 
X-rays revealed an extensive deformity of the gastric outline. 

The patient survived her operation for five months, the original site of 
the growth having been in the stomach with metastases in the ovaries, 
uterus and vagina. 


PLACENTA INCRETA AND RUPTURE OF THE UTERUS. 

Dworzak describes the case of a patient whose second labour ended in 
death from a ruptured uterus. Her first pregnancy terminated spontaneously 
at the twenty-fourth week. The placenta was retained for an hour and a half; 
it was finally expelled with difficulty by Crédé’s method. From the second 
to the twenty-first day of the puerperium she suffered from severe pyrexia, 
with foul smelling lochia; after recovery menstruation did not occur. Two 
years later labour began with rupture of the membranes at the twenty-eighth 
week of her second pregnancy. Labour was very slow; the first stage lasted 
for three days and the foetus was finally extracted by the feet. The foetus 
was macerated. The placenta had not been expelled after an hour and a 
half, when she suddenly collapsed. An attempt was then made to express 
the placenta by Crédé’s method without any separation of the placenta or 
improvement in the condition of the patient. A hasty attempt was made to 
remove the placenta manually and this again was entirely unsuccessful, only 
small pieces of tissue being detached. The patient then collapsed and died. 
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Post-mortem the uterus was found to be ruptured at the placental site 
the wall being very thin and formed only of serosa. This case was similar 
to previously described cases of placenta increta in which a previous puer- 
perium has been complicated by severe intra-uterine infection leading to 
endometritis and metritis with marked damage to the uterine structure. 


R. H. B. Adamson. 


Annales Instituti Obstetricii et Gynecologici University 
Helsinki (Helsingfors) 


Vol. x, 1934. 

“The calcium needs of the system and the administration of preparations of 
calcium during pregnancy. Heikki Terasonori. 

*Clinical, experimental and _ histological investigation of the healing of 
abdominal incisions after gynaecological laparotomies. Turunen. 

*Mediastinal and subcutaneous emphysema following childbirth. Turunen. 

*A case of spontaneous rupture of a pregnant uterus bicornis unicollis. Wich- 
mann. 

*Examination of the bilirubin content of the serum in healthy non-pregnant 
and healthy pregnant women; during parturition and during the puer- 
perium. Saara Vayrynen. 


CaLciuM NEEDS OF THE SYSTEM AND THE ADMINISTRATION OF PREPARATIONS 

OF CALCIUM DURING PREGNANCY. 

In a treatise written by Finnish midwives, the authoress discusses the 
efficiency of the preparations of calcium in pregnancy and parturition. The 
maternal system has been depleted of its normal supply of calcium because 
of the growing needs of the new organism. Hence many diseases arising 
during pregnancy may be due to a deficiency of calcium, Required proof 
may be seen in the improvement which results after the administration ot 
calcium, as well as in the experimental withholding which in animals produces 
such diseases as dental caries and urticarial skin diseases. 

Great success has followed the. exhibition of calcium in hyperemesis gravi- 
darum (Malfatti and Wilsler), in eclampsia and in renal diseases, when the 
necessary restriction of diet has caused a deficiency of calcium. In parturi 
tional haemorrhage the value of calcium is evident because of its influence on 
coagulation of the blood. 


CLINICAL, EXPERIMENTAL AND HISTOLOGICAL INVESTIGATION OF THE HEALING 
OF ABDOMINAL INCISIONS AFTER GYNAECOLOCICAL LAPAROTOMIES. 
Turunen describes clinical tests in 2,270 laparotomies to determine whether 

a five-layered catgut suture, or a three-layered or four-layered suture (catgut 

with silk and tension sutures) previously used under similar technique gave 

better results. He decides in favour of the former, both as regards temporary 
complications, such as suppuration or dehiscence, and permanent effects, 
faultless scars, cicatricial pain, hernia or keloid formation. Number 3 catgut, 
silk or any other strengthening is the most suitable material for laparotomy 
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incisions. The cosmetic value of a scar largely depends on the technique of 
suture and a continuous suture is often responsible for dehiscence. 

He found median line incisions more successful than Pfannenstiel’s for 
gynaecological operations. There was less cicatrical pain, few cicatrical herniae 
and no dehiscence. Turunen devotes the second part of his treatise to a 
histological invetigation of the process of healing of abdominal incisions and 
the absorption of catgut. A five-layered lightly stitched suture, with cutting 
of the rectal sheathes, and apposition of the tissues led to the formation of 
fibrous tissue in the wound in the course of 10 to 12 days. 

Careful approximation of the serous surfaces of the peritoneum seemed to 
promote healing and to prevent the formation of post-operative adhesions. 

The absorption of catgut in the abdominal tissues is represented by 
schematic figures. Moderately strong catgut is generally dissolved in 20 days. 
Symptoms of aseptic inflammation evoked by the catgut may be seen in parts 
of the surrounding tissue. 


MEDIASTINAL AND SUBCUTANEOUS EMPHYSEMA FOLLOWING CHILDBIRTH. 

Turunen describes two cases of mediastinal and subcutaneous emphy- 
sema developing in two young healthy primiparae after normal and not 
very difficult confinements. 

In one case the Réntgen examination showed air in the mediastinum. 
In both cases emphysema was present in the upper part of the body, and 
chiefly on the right side. For several days before examination complete 
cardiac dullness was absent. Apparently cutaneous oedema in connexion 
with delivery originated from subphrenic rupture and the liberated air 
passes first to the mediastinum and then below the skin. The condition is 
favoured by congenital weakness of the air passages and the easy capacity 
for rupture of the diaphragm. Mediastinal emphysema may often occur in 
connexion with delivery; but the air seldom passes into subcutaneous tissue. 


A CASE oF SpontTaNEous RupTuURE OF A PREGNANT UTERUS BI-CORNIS 

UNICOLLIS. 

Wichmann describes a case of spontaneous rupture of the uterus during 
pregnancy in a primipara aged 26. On admission to hospital the symptoms 
led to a provisional diagnosis of appendicitis, appendicular abscess, and 
pyelitis following a missed abortion. 

After Réntgen and bimanual examination the case was pronounced to 
be one of ruptured tubal pregnancy near the right uterine cornu. 

Operation was performed, a dead foetus lying free in the pelvis was 
extracted and the appendix was removed. The patient stood the operation 
well, but died the following day. Post-mortem the uterus was found to be 
ruptured in the middle of the anterior wall of the right horn; the rupture 
was four inches and a half in length, and the placenta was adherent to its 
edge. The recto-vesical ligament was so tightly stretched between both 
horns that it could easily be understood how rupture could occur even with 
moderate movement, as the cervix was so tightly fixed. A persistent thymus, 
congenital cardiac malformation, and right pyelo-nephritis were also revealed 
post-mortem. Had he been able to diagnose these adequately, Wichmann 
doubts if he would have carried out the operation, though it was done at 
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the urgent request of the patient. It is probable that even a lesser operation 
would not have saved her life. It is difficult to say when the uterus 
ruptured—possibly some weeks before admission when severe pain and 
slight bleeding occurred. After passage of the foetus into the pelvis the 
right horn contracted and further haemorrhage did not occur. 

Wichmann refers to three cases recorded in literature, and to two occurring 
in Helsinki (Schwdeuz). Tearing of the cornu happened at parturition and 
at the same site as in his own case. 


EXAMINATION OF THE BILIRUBIN CONTENT OF THE SERUM IN HEALTHY Non- 
PREGNANT AND HEALTHY PREGNANT WOMEN DURING PARTURITION AND 
DURING THE PUERPERIUM. 

The authoress has estimated the bilirubin content of the serum in healthy 
men and women, at work and at rest, during meal times and throughout the 
day. She then proceeds to discuss the influence of pregnancy, childbirth 
and puerperium on the bilirubin content in normal healthy women. The 
treatise is illustrated by 43 figures and 13 tables. 

Her conclusions are that in nulliparae and non-pregnant women who have 
previously had children, the free bilirubin content is much the same, but 
the total bilirubin and the water-free bilirubin are greater in nulliparae. The 
percentage of free bilirubin is probably less in nulliparae. Pregnancy and 
parturition appear to cause lasting changes in the secretion of bilirubin and 
in its excretion. The cause is uncertain. The authoress has undertaken her 
research in the hope of contributing towards the solution of toxaemia of 
pregnancy. 

H. J. Filshill. 


Second Argentine Congress of Obstetrics and Gynaecology, 
July 1934, Buenos Aires 
First Session, 23rd July. 
First Obstetric Theme. 
TUBERCULOSIS AND PREGNANCY. 
*First Lecture. Lacano and Sayago. 
*Second Lecture. Raimondi and Palacios Costa. 
Contributions : 


(1) Obstetric treatment in tuberculosis. Monckeberg. 
(2) Tuberculosis and pregnancy. Perez. 


Second Session, 24th July. 
Second Theme. 
THE AETIOLOGY OF ABORTION. 
Lecture. Gabastou. 
Contributions : 
(1) Insufficiency of the anterior hypophyseal secretion as a cause of 
habitual abortion. Kunz. 
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(2) Abortion in consequence of surgical intervention during pregnancy. 
Casas. 

(3) Extirpation or early retrogression of the corpus amarillo, a cause of 
abortion. Araya. 

(4) Statistical considerations on abortion. Borrads and Pineda. 

(5) Abortion resulting from sexual traumatism. Borras. 

(6) Repeated abortion from laceration of the cervix. Prestini. 


Third Session, 26th July. 
First Gynaecological Theme. 
OvaRIAN INSUFFICIENCY. 
Lecture. Ahumada. 
Contributions : 
(1) Ovarian insufficiency and dermatosis. Puente. 
(2) Metrorrhagia and prolan. Masciottra and de Hoz. 
(3) The treatment of ovarian insufficiency. Di Paola. 


Fourth Session, 27th July. 
Second Gynaecological Theme. 
CONSERVATIVE SURVEY IN GYNAECOLOGY. 
INDICATIONS AND RESULTS. 
First Lecture. Stajano. 
Second Lecture. Nicholson. 


Contributions : 
(1) Surgery of uterine myoma. Althabe. 
(2) Conservative treatment of myoma during pregnancy. Ortiz. 
(3) Personal therapeutics in sclerocystic ovaritis. Galindez. ; 
(4) The survey of myoma in the puerperium, Ramos and Bazan. 
(5) Conservative gynaecological surgery. Indications and results. Cirio 
and Murray. . 
(6) Conservative gynaecological surgery. Indications and _ results. 
Castano. 
(11) Conservative surgery in gynaecology. Bazterrica. 
(12) Bell-Beuttner’s operation in conservative gynaecological surgery. 
Masciottra. 
(13) Conservative gynaecological surgery. Wood and Drs. W and M. 
Cruz. 


FIRST LECTURE ON TUBERCULOSIS AND PREGNANCY. 

The authors refer to the basic questions considered at the International 
Conference of the Union against tuberculosis at Lausanne in 1924 and the 
International Gynaecological Conference at Rome in 1912. 

Does pregnancy influence a tuberculous woman unfavourably and is 
artificial abortion the best line of action for her future? 

In this, as in other medical problems, conclusions must be drawn from 
personal clinical experience though systematic generalization is the objective 
of the result. 
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The clinical material from which Lascano and Sayago derive their 
experience comprises cases from all classes of society—the working-class 
patients of maternity hospitals, tuberculous institutes, sanatoria, travelling 
dispensaries, and private practice among the rich. 

Statistics of the Maternity Hospital give a proportion of pregnant tuber- 
culous patients of 0.9 per cent during the years 1915 to 1933. Brindeau’s 
(1931) were 0.79 per cent and Tacomme’s one per cent (quoted by Brindeau). 
Evidence is thus given of the similarity between South America and some 
European countries in the frequency of tuberculous pregnancies. 

The influence of pregnancy on tuberculosis (correctly treated or not) was 
dsecribed and illustrated by radiograms taken before and after treatment in 
numerous cases. Interruption of pregnancy and diagnostic problems con- 
nected with the co-existence of pregnancy and tuberculosis were discussed. 

The conclusions drawn were that: 

(1) Especially amongst the poor, pregnancy, and still more multiparity, are 
predisposing factors for tuberculosis. In more than a fifth of the mothers 
attacked the disease began during pregnancy or within the first year after 
delivery. 

(2) In tuberculosis pre-existent to pregnancy each case varies as to 
prognosis and treatment. The best treatment is usually the induction of an 
artificial pneumothorax. Only when this is impossible or fails should the 
pregnancy be interrupted and then only in cases first seen before the twelfth 
week of pregnancy. After the twelfth week the induction of abortion is 
inadvisable. 

(3) Repeated pregnancies in patients with quiescent tuberculous lesions 
may lead to activation of those lesions and to the actively acute form of the 
disease. 

The chronic form of the disease often becomes acute during pregnancy. 
The onset of tuberculosis during the later months of pregnancy or in the 
puerperium is usually particularly serious, acute miliary tuberculosis not 
uncommonly beginning at this time. Energetic treatment (mountain air, 
chryso-therapy and pneumothorax) may, however, prevent a fatal end. 

Radiography in all cases in which tuberculosis is ascertained or suspected 
should be early and repeated. The tuberculous specialist should co-operate 
with the obstetrician in watching the advance or remission of the disease. 


SECOND LECTURE ON TUBERCULOSIS AND PREGNANCY. 


The authors think medical opinion on tuberculosis and pregnancy may be 
classified as optimistic, pessimistic or intermediary. The optimists go as far 
as counselling matrimony, maintaining that pregnancy benefits a young 
patient. The pessimists, e.g. Peter in 1789, say that no women predisposed to 
tuberculosis should marry or have children. They advocate the systematic 
interruption of pregnancy in every certainly tuberculous patient. 

Raimondi and Palacios-Costa, after studying tuberculous pregnant and 
tuberculous non-pregnant women both in the Maternity Hospital and in the 
General Hospital Torni, do not class themselves as pessimists. Their 
' statistics from 1,000 cases in each hospital give a mortality of 20.2 per cent 
in the Maternity Hospital against 28.8 per cent in the General Hospital. 
They therefore agree with Pinard (Rome 1902) :‘‘With a tuberculous pregnant 
patient, the physician should treat the tuberculosis and watch the pregnancy.’’ 
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Their conclusions are that: (1) The progress of tuberculosis in a pregnant 
woman depends more on the clinical aspect of the injury to the lungs and the 
personal equation than on pregnancy. It cannot be confirmed that pregnancy 
per se either causes advance of the disease or a fatal termination. 

(2) Conservative treatment must first be tried (unilateral or even bilateral 
artificial pneumothorax). Whenever artificial pneumothorax is possible the 
disease undergoes remission, the general state improves, and consequently the 
patient is better able to go through the pregnancy and labour. 

(3) Interruption is justified when toxaemia of pregnancy arises and will 
not yield to rest and appropriate treatment. It is also justified when a 
quiescent tuberculous focus becomes active during the first months of 
gestation, but not in grave cases as the interruption of the pregnancy will 
not cure the disease. 

(4) The operation must take place during the first three months and should 
be vaginal. 

(5) If in certain cases pregnancy causes a remission of tuberculosis, 
presumably through thoracic compression, that compression should be 
artificially maintained after delivery and only gradually withdrawn. 

(6) The children of tuberculous parents are born with all the appearances 
of good health. Loss of weight and death occurring a few days after birth, 
are very similar in numbers to those among the children of non-tuberculous 
mothers. The disease is influenced by heredity and therefore the child should 
not be nursed by its mother, but taken away from her immediately after birth. 

The authors refer to the works of Calmette, Couvelaire and others on the 
transplacental transmission of a virulent filtrable virus, as proved by experi- 
ments on guinea-pigs. Couvelaire cites cases of progressive denutrition in 
children leading to inexplicable death. The filltrate of the ganglia and viscera 
of the child produced a typical bacillus after inoculation into a guinea-pig. 

The authors give their own statistics from 1924 to 1933 in which out of 
879 cases in which the children of tuberculous mothers were removed from 
their mothers and placed in good surroundings, 172 died and 26 of these were 
associated with syphilis. In only one case did autopsy show congenital 
tuberculosis. J. H. Filshill. 


Boletin de la Sociedad de Obstetricia y Ginecologia de 
Buenos Aires 


Vol. xiv, No. 13, 19th November, 1935. 
Total, colpectomy as the treatment of prolapse in old patients. D. Nicolson 
and S. Cirio. 

Spontaneous parturition with tearing of the lower uterine segment during the 
second labour, following vaginal Caesarean section at the first confinement. 
Vollenweider. 

*The radiographic diagnosis of foetal death during pregnancy. Kunz. 

*The treatment of fissures of the nipple by the local application of vitamen A 
in different concentrations. Kunz. 

“A case of haemorrhage from the breasts during pregnancy. Falsia, 
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Intractable vomiting of pregnancy. The results of treatment in a maternity 
hospital. Bazan and Dubroos Ry. 


THE RADIOGRAPHIC DIAGNOSIS OF FOETAL DEATH DURING PREGNANCY. 


Kunz communicated to the Society the results of his radiographic examin- 
ation of 10 cases of foetal death occurring during the second half of pregnancy, 
and showed the radiographs taken. 

In cases of great thickness of the abdominal wall due to adipose tissue, 
oedema, hydramnios, twin pregnancy, and dorso-posterior position difficulty 
may occur in obtaining the clinical signs of foetal death. If the radiographic 
diagnosis were reliable it might therefore be of great value. 

Spalding in 1922 considered that diminuition of the cranial content with 
overlappng of the cranial bones was a good radiographic sign of foetal death. 
But at the beginning of labour the sign is of no value because plastic moulding 
causes temporary imbrication of the cranial bones. 

In the 10 cases described by Kunz six (60 per cent) showed typical 
Spalding’s sign. They also showed exaggerated flexion of the spinal column 
through lordosis or kyphosis at a right, angle or an acute angle. Kunz regards 
this flexion as due to complete atony of the dorsal muscles and ligaments, 
and therefore demonstrative of foetal death. He notes that Kehrer denies 
the validity of this sign. 

In the discussion which followed Kunz’s paper, some doctors stated that 
they had found Spalding’s sign clearly negative in some cases of foetal death 
and had observed it in living infants. 

The general opinion was that no diagnostic method, radiographic or 
biological, is absolutely certain. For example Londek’s sign fails if taken 
less than three weeks after the death of the foetus, as it seems to be connected 
with death of the placenta rather than of the foetus. 

Even if unreliable, the radiographic method is interesting especially in 
twin pregnancy. Carrera and Figueras report a case of twin pregnancy in 
which one child was dead and the other alive. Spalding’s sign was typically 
positive in the dead child and as clearly negative in the living one. 


THE TREATMENT OF FISSURES OF THE NIPPLES BY THE LOCAL APPLICATION OF 
VITAMEN A IN DIFFERENT CONCENTRATIONS 


Kunz refers to the work of Loehr who noted that taking cod liver oil 
favoured the cure of chronic and infected wounds such as those in chronic 
osteomyelitis and in burns. This induced him to apply the oil locally. 

It is practically sterile, is never toxic and has bactericidal power due either 
to its lack of nourishment for bacteria or to its high superficial tension. 

Loehr’s experiences inspired Balachorsky to formulate his theory ot 
‘local a-vitaminosis’’ and to suggest to Archangelsky the employment of 
vitamin A in fissures of the nipple. Archangelsky used a hydro-alcoholic 
solution of carotene (pro-vitamin A) in a concentration of ro-100 international 
units per cubic centimetre. In 50 cases he obtained cicatrization of 
superficial cracks in two or three days and cicatrization of deep fissures in six 
or seven days. 

In his Maternity Hospital at Rosario Kunz noted that the frequency of 
fissures was 28.9 per cent in primiparae and 12.18 per cent in multiparae. 
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He conducted a series of experiments on i00 cases and gives his therapeutic 
result in this his first communication. 

(a) In 10 cases he used a hydro-alcoholic solution of carotene either pure 
or mixed with vaseline. The therapeutic result at the end of five or six days 
was nil. After this failure he decided to try cod liver oil. 

(b) In 50 cases he applied Parke Davis’s standardized cod liver oil with 
the known vitamin content of 500 international units and 112 international 
units vitamin D per gramme. Fifty-eight per cent of the cases were cured 
and 42 per cent were improved, usually within four or five days. Cure was 
quicker in primiparae than multiparae. Age had no influence. One of the 
chief features of the treatment was the diminution of pain in the act of 
suckling. Any auxiliary means of cure, such as nipple shields, were 
unnecessary. 

(c) To determine the most advantageous concentration of the vitamin he 
treated 10 cases with Parke Davis’s standardized oil diluted with 50 per cent 
of olive oil. The concentration of vitamin A was therefore 250 international 
units per gramme. The therapeutic result was greatly inferior. Improvement 
occurred but no case was cured. 

(d) This made him think that higher concentrations of vitamin A would 
be more beneficial. : 

Out of 30 cases he applied halliver oil, in four cases, containing 50,000 
international units of vitamin A per gramme, and adescolin, containing 
33,000 international units of vitamin A per gramme, in 26 cases. 

The results were surprising, Cures were obtained in 7o per cent and 
evident improvement at the end of six days in the remaining 30 per cent. 

(e) To find out if cod liver oil would prevent the formation of cracks he 
applied it to 50 cases immediately after delivery. The high percentage of 
fissures which followed made him conclude that the oil favoured their appear- 
ance by softening the tissues and that vitamin A had no preventative action. 

In a further communication Kunz intends giving the therapeutic effects oi 
100,000 international units of vitamin A or even larger doses. 


A CASE OF HAEMORRHAGE FROM THE BREASTS DURING PREGNANCY. 

Falsia reported a case of bleeding breasts in a primipara, aged 23, at the 
seventh month of pregnancy. 

The day after admission, the patient called his attention to blood stains 
on her clothing corresponding in position to the nipples. On examination the 
breasts were seen to be spotted with blood. The superficial venous circulation 
was marked, but the breasts were normal in structure and the axillary 
lymphatic glands were not enlarged. 

Pressure on the breasts caused a flow of blood, evidently from vatious 
galactiferous ducts. 

A calcium preparation was given by the mouth as the only medical treat- 
ment. Twelve days later the discharge of blood stopped and the secretion oi 
colostrum began. The pregnancy ran a normal course. Delivery was ended 
by the forceps. The puerperium was slightly febrile from endometritis. The 
flow of milk, beginning on the fourth dav, was scanty in quantity. 

Some months after leaving hospital, the patient returned for examination. 
She said she had nursed her child till the sixth month, and had then begun 


360 


WTC trTi KM MITIDYPMRarnr FrmrrepDa Trrpdoe 


REVIEW OF CURRENT LITERATURE 


artificial feeding because of deficiency in the secretion of milk. No bleeding 
from the breasts had occurred. The breasts were normal. 

Falsia discusses the clinical significance of bleeding breasts. Sometimes 
the symptom has been interpreted as evidence of a pre-cancerous or even a 
cancerous state and amputation of the breast has been advised. 

Recently Hendrick (Magdeburg) after careful study of a clinical case, says 
that the term ‘‘bleeding breast’’ should be applied only to cases in which there 
is no pathological change in the glands and no general pathological symptoms. 
The treatment should depend on the originating cause; medical treatment is 
advised if no other lesion be present; surgical, treatment if there is evidence 
of mastitis, or of an innocent or malignant tumour. 

In Falsia’s case, no other pathological symptoms were detected during the 
pregnancy or months after. 

The age of the patient, the bi-laterality of the affection, its occurence 
during pregnancy, with no accompanying organic change, led him to conclude 
that bleeding was due to congestion of the breasts. Probably the state of 
ovarian endocrines originated the breast condition. 

J. H. Filshill. 


The Japanese Journal of Obstetrics and Gynaecology 


Vol. xviii, No. 5, October 1935. 

The nutritive value of the incomplete albumin (buckwheat-albumin) and its 
influence upon the ovarian function. Part I. On the nutritive value of 
the incomplete albumin (buckwheat-albumin) to the ovarian function. 

T. Nitta. 
*Asphyxia neonatorum. On its cause and mechanism with especial reference 
to the foetal heart sounds and trauma of the newborn. H. Yagi. 

On the influence of the medicaments injected into the female rabbit upon 
the development of foettis, especially upon the growth of the epiphyseal 
centres of their long bones. FE. Terada. 

*The clinical significance of the morphological change in blood in patients 
with cancer uteri. T. Ohga. 


Vol. xviii, No. 6, December 1935. 

A biological study of the effect of the toxins of malignant tumours on the 
suprarenal glands, lymphatic system and other organs. Part IV. The 
effect of the toxins of malignant tumours on the lymphatic glands, 
especially on their growth. Part V. The action of the toxins of 
malignant tumours on the lymphatic glands with a special reference to 
the function of the reticulo-endothelial system. Part VI. The action of 
the toxins of malignant tumours on the cardiac and vascular systems. Part 
VII. Extracts of malignant tumours and organs of non-striated muscle. 
S. Okamoto. 

An immunological study of human and animal malignant tumours, Part 
I. Demonstration of the toxin of sarcomatous cells by means of rat 
sarcoma. Part II. Mechanism of the action of the toxin of sarcoma 
cells. Part III. Properties of the cellular toxin of sarcoma. Part IV. 
Demonstration of the cellular toxin of sarcoma by the use of rabbit’s 

361 

K 








REVIEW OF CURRENT LITERATURE 


sarcoma. Part V. Demonstration of the toxin of cancer cells. Part VI. 
Property of the cellular toxin of tumours (I). Part VII. Properties of 
the cellular toxin of tumours (II). I. Narita. 

*The mechanism of radiotherapy. Part I. A study of the mechanism of 
radiotherapy by means of tissue culture. Y. Kominami. 


ASPHYXIA NEONATORUM. ON ITS CAUSE AND MECHANISM, WITH SPECIAL 
REFERENCE TO THE FOETAL HEART SOUNDS AND TRAUMA OF THE NEWBORN. 


Statistics of the last 10 years at the Obstetric Institute of the Imperial 
University of Kyoto show a neonatal mortality rate of 7.7 per cent. The 
two main causes of death were injury to the skull with intracranial haemor- 
rhage and pulmonary asphyxiation. 

In studying this condition the author has come to the conclusion that 
a great many cases of asphyxia are caused by an abnormality of the heart. 
He has used a new stethoscope in order to hear the foetal heart, which is 
fixed round the head during !abour. 

Moulding of the foetal skull to adapt itself to enter the pelvis, affects the 
heart-beat of the foetus. Excessive strain on the cranium is the chief cause 
of cardiac variation and one of the main causes of asphyxia. 


CLINICAL SIGNIFICANCE OF THE MORPHOLOGICAL CHANGE IN THE BLOOD IN 
PATIENTS WITH CANCER UTERI. 


Malignant change in the uterus produces a change in the blood. The 
number and quantity of erythrocytes and of haemoglobin decrease; the 
coefficient and haemoglobin percentage generally becomes low. Anaemia 
was found to be parallel in intensity with the quantity of haemorrhage, 
though in some cases when only slight haemorrhage occurred the patient 
suffered from severe anaemia. An increase was found in the neutrophil 
multinuclear leucocytes. This, the author thinks, may be due to the local 
infection. 

Although the changes in the blood-picture do not show how intensely 
the blood is disturbed by malignancy, they do emphasize the fact that 
great care should be taken before and after operation, and that blood 
transfusions should be used. 


THE MECHANISM OF RADIOTHERAPY. Part I. A Stupy OF THE MECHANISM 
OF RADIOTHERAPY BY MEANS OF TISSUE CULTURE. 


According to many reports tissue cultures are very much stronger in their 
resistance to X-rays than those in the living body, and the author has made 
this study in order to find out whether this be true or not. 

The tissues used in this experiment were those of the foetus of a fowl on 
the fifteenth day of brooding and non-irradiated controls were compared 
after radiation. Only a very small difference was noted. The extra corporeal 
tissues were scarcely affected by the irradiation which was used in the same 
dosage as that used in treatment, but the secondary ray was too small to be 
recognized and only the primary ray could be taken into account. 

The author believes after finishing this experiment that the biological 
action was due to the secondary ray, not the primary, and that it was the 
secondary electron ray which took part in this action. 

C. D. Read, 
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Abstracts of Articles describing recent cases of 
Multiple Pregnancy. 


BRITISH MEDICAL JOURNAL. 


No. 3911, Page 1207, December 2ist, 1935. 
The Eynesbury Quadruplets. E. H. Harrison. 


THE EYNESBURY QUADRUPLETS. 


The presence of multiple pregnancy was diagnosed by the abnormally 
large size of the abdomen—during the pregnancy the waist had increased from 
24 inches to 54 inches—and confirmed by X-rays, which showed triplets. 
There was no albuminuria or oedema. The quadruplets were born on 
November 28th, 1935, within 2 hours and 22 minutes of each other. 

The first child was a female, the presentation a left occipito-anterior; 
the second was a male, which also presented as a first vertex; the third 
a male, which presented by the breech; and the last a male, which presented 
by the breech. All but the fourth were born spontaneously, but the last 
had to be delivered by passing a hand into the uterus. The children 
weighed from 2 pounds 13 ounces to 3 pounds 15 ounces. 

There was no abnormal haemorrhage at first; but fairly severe haemor- 
rhage occurred after the birth of the fourth baby. This, however, was 
soon controlled. 

The placenta was adherent and had to be removed manually. On 
examination it showed that the quadruplets had originated from three ova. 

The children are all apparently thriving. They have gained weight pro- 
portionately, and the mother is similarly fit and well. 

Albert A. Davis. 


THE CANADIAN MEDICAL ASSOCIATION JOURNAL. 


Vol. xxxiv, No. 3, January 1936. 
Further History of the Care and Feeding of the Dionne Quintuplets. 
A. R. Dafoe. 


THE DIONNE QUINTUPLETS. 


Dr. Dafoe received an urgent call at 4 a.m., on 28th May, 1934, to 
visit the Dionne home in Callander, Ontario, a typical backwoods habita- 
tion of extremely restricted space and devoid of conveniences When he 
arrived he found two babies were already born, a third was just being 
delivered, and two more followed in a few minutes. There was only one 
placenta. The mother was suffering from pre-eclampsia. The estimated 
stage of gestation was 32 weeks, and the babies were distinctly premature 
in appearance, were bluish-black in colour with wrinkled skin and complete 
absence of subcutaneous fat. The faces were small, the foreheads bulging, 
the abdomens were large and soft, the muscles were flaccid, and the limbs 
exceedingly slender. The combined weight of the babies was 13 pounds 
6 ounces, the smallest weighing one pound and a half. 

When the babies had begun to breathe and were crying feebly, they 
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were wrapped up in the only available coverings and laid on the bed; later 
they were placed in a laundry basket, heat meanwhile being applied by 
means of blankets warmed in an oven. A hot-water bottle was obtained 
later in the day. 

From the first, the babies breathed feebly. At times, respirations would 
almost cease, breathing would become extremely shallow and cyanosis very 
pronounced. Constant supervision was maintained to keep them warm and 
to apply stimulation during these attacks, when respiration would gradually 
become rapid for a time. 

The first incubator was received on the third day, two more at the end 
of a week, and eventually each child had one of its own. One of the 
incubators had hollow walls, a hinged glass top fitted with a thermometer 
and a sponge-holder, and was heated by a copper tank filled with hot 
water. The other models were constructed from a drawing by Tarnier, 
in Cook’s Obstetrics, and were heated by earthenware hot-water bottles. 

An orderly was now employed to ensure that the temperature of the 
incubators was kept between 87 degrees F. and 90 degrees F., and the 
humidity between 50 degrees and 55 degrees. After the first few days 
the temperature of the incubators was lowered to 84 degrees F. An 
adjoining room was cleared and made into-a nursery, and by the end of 
the fifth day three trained nurses and a cook-general were obtained, 
and more adequate plans were made for the care of the infants. 

From the first week until the end of three months oxygen, 95 per cent, 
with carbon dioxide, 5 per cent, was administered; this proved to be an 
excellent stimulant, and was exceedingly useful for relieving cyanosis. 
Furthermore, it proved a most efficient appetizer when given a short time 
before each feed. The babies responded in a striking way to the adminis- 
tration of the gas, and would suck vigorously from the Breck feeders. 
These inhalations were continued until the infants were three months old, 
during which time 14 cylinders, each containing 80 gallons, were used. 
During the first two months each baby was removed from her incubator 
once a day and smeared with oil; after this, soap and water baths were 
instituted. The incubators were used as cots when the babies weighed 
five pounds, and their use was discontinued when a weight of six pounds 
was reached. 

In the autumn of 1934 each baby consecutively became ill, with a high 
temperature, rapid pulse-rate, abdominal distension and diarrhoea. It was 
believed that this illness was due to intestinal toxaemia, the source of 
infection being improperly sterilized diapers. An associated anaemia was 
treated with small doses of ferrous chloride, which was given in their feeds 
and continued until they were one year old. In preparation for transfusion, 
the blood of each baby was typed and found to conform to group 1 
(Jansky). Suitable donors were obtained, but this line of treatment 
fortunately was not necessary. 

Unrestricted medical control of the babies was finally obtained in 
September, 1934, when the little Dafoe Hospital, built near the Dionne 
home, was opened. The accommodation consisted of a large, bright, sunny, 
and well-equipped nursery, four bedrooms, bathroom, dining room, and 
kitchen, with electrical supply and all equipments and conveniences neces- 
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sary. Proper isolation was thus obtained from attacks of black flies, 
mosquitos and other insects. Proper food was obtained and rest made 
possible for the nurses, and protection from a curious public was secured. 
During the following summer, an isolation ward, an extra bedroom, and 
a sunroom were added. 

Beginning gradually, the babies, warmly wrapped, were kept in the 
fresh air and sunshine on the veranda, and immediately a definite improve- 
ment in their condition occurred. Their faces filled out, their eyes became 
brighter, their legs straighter and more plump, and their bodies became 
better proportioned. The outdoor treatment was continued throughout 
the following winter. 

Method of feeding. On the first day 10 to 15 drops of warm water were 
given every two hours from an undine. During the second and third days 
30 to 60 drops of a mixture containing seven ounces of milk, one ounce 
of corn syrup, and 13 ounces of water, to which was added a few drops 
of rum, were given. On the fourth day, mother’s milk was received in 
sufficient quantity from the Hospital for Sick Children in Toronto. Begin- 
ning with one drachm for each feed, the amount was increased until, at 
three weeks of age, one ounce at a time was taken. This breast milk 
remained the only milk given until the babies were four months old. The 
supply increased from 30 ounces a day during the first three weeks to 
nearly a gallon at the end of five months, a reserve being kept in a 
refrigerator for emergency. On the sixth day the undine was substituted 
by a Breck feeder, which in turn was replaced by an ordinary feeding 
bottle at the end of two months. The number of feeds was gradually 
reduced, with numerous rearrangements, to four times a day at the end 
of 10 months. 

The caloric intake was 50 calories per pound per day from the end ot 
two weeks until the end of 10 months, the smallest baby receiving a 
slightly higher rate than the largest. Forty calories is considered the 
ordinary amount for normal infants of six months of age. 

On October 19th, 1934, the breast milk was changed to a mixture of 
cow’s milk, dextri-maltose and water. Because of the uncertainity of the 
supply, after a few days evaporated milk was used in the place of the 
cow’s milk. Lacto-bacillus acidophilus was added to the mixture until 
the infants were one year old, to keep the movements of the bowels 
regular and the stools normal in colour and odour. Tomato and orange 
juice, from half to one ounce, was given to each baby daily, beginning 
on the goth July, 1934. The orange juice was increased to three or four 
ounces daily for each baby because of its cathartic value and its content 
of vitamin C. Vitamin D was given daily in the form of viosterol; at 
two months of age, cod-liver oil was added, the amount increasing to two 
drachms per diem when the babies were 10 months old. Prune juice was 
also given from the end of the fifth month. Solid food, in the form of 
pablum, a pre-cooked, base-forming cereal, was given from five months 
onwards. From 5th January, 1935, assorted vegetables, cooked and 
strained, were added to the diet; from the 12th January, egg yolk; and 
from 19th January, cooked pulp of apricots, apples and prunes were also 
included. 
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Weight records. As already stated, on the second day the combined 
weight of the babies was 13 pounds 6 ounces. At the end of the seventh 
day this had fallen to less than 10 pounds. From this stage onwards, 
however, there was a steady increase, the smaller babies gaining more 
slowly. At the end of 12 months each baby was one pound heavier than 
at 10 months. 

The greatest care was at all times taken to prevent exposure of the 
babies to infection. Gowns and masks were worn by all in attendance, 
and no one was allowed to come into direct contact, except the parents, 
doctors and nurses. In March, 1935, however, each of the babies developed 
an infection of the upper respiratory tract spreading, in the case of the 
smallest baby to the ears and necessitating paracentesis of both drums. 
Recovery was slow but without further complication. A small haemangioma 
on the thigh of the same baby was completely obliterated with three doses 
of radium. 

At one year of age the babies were healthy, well developed and propor- 
tioned, with firm muscles. Scientific phsycological tests have shown that 
all the babies are intellectually normally developed for their age, the 
largest two being slightly above the average. 

Numerous letters were received from all parts of North America, South 
America, France, Germany, Australia and the Philippine Islands offering help 
in the care and feeding of the babies. Many of the suggestions presented 
were very fantastic. For example, it was suggested that a healthy, lactating 
Yorkshire sow might be used to supply milk or to be suckled by the babies 
directly. Every conceivable milk preparation was offered and an extra- 
ordinary number of juices and infusions was advised. Whisky was 
widely recommended by some correspondents as a stimulant, while others 
sharply criticized the use of spirits. Placental blood and warm water was 
another sample of the remedies advocated. A certain beauty specialist 
offered to remove the wrinkles from the premature babies. Numerous 
letters were also sent by astrologers and others who had dreams and visions, 
warning against poisoned food, kidnapping, etc. 

In July of 1934, a temporary Guardianship Board was, with the consent 
of the parents, appointed by the Ontario Government, to protect the babies 
from exploitation. In March of 1935 the Ontario Government passed the 
‘“‘Dionne Quintuplets Guardianship Act,’’ which made these babies Special 
Wards of the Crown. 

‘‘Every effort will be made in the future to keep them healthy and to 
surround them in their growth period with the best traditions of their 
race, religion, and their country.”’ , 

The story of these babies is more wonderful than any fairy tale that 
has been written. They were born in poverty, but have already become 
the possessors of considerable wealth. 


“In the last 500 years there have been 33 cases of quintuplets authen- 
tically recorded; of these, one group of five lived for 50 minutes, and one 
out of another group survived for 50 days.’’ 

The author expresses his appreciation for the great help and constant 
advice in the care of the babies given him by his brother, Dr. William 
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A. Dafoe, who also rendered invaluable assistance in keeping the necessary 
records and preparing charts and the manuscripts of the report. 

Charts of the caloric intake are shown and weight records and food 
charts are given, individually and collectively. A photograph of the 
smallest baby, two years old, the five babies when sitting up, the Dionne 
home and the Dafoe Hospital, a small map of Ontario showing the situation 
of Callender, and samples of the records, are also included. 

A previous report, giving the details of the birth and immediate care 
of these infants, was published in the Journal of the American Medical 
Association, 1934, pages 103 to 673. 

J. Lyle Cameron. 


JOURNAL OF THE AMERICAN MEDICAL ASSOCIATION. 
Vol. ciii, No. 9, September Ist, 1934. 


THE DIONNE Quintuplets. Allan Roy Dafoe. 


This is an interesting article on the birth and subsequent history of the 
now famous Dionne quintuplets. Dr. Dafoe mentions that in the last 
five hundred years there have been 32 authentic cases of quintuplets 
recorded. Of these, only one group of all five lived about an hour, and 
of another group, only one of the five lived for 50 days. 

The surroundings into which the Dionne quintuplets were born are of 
a most primitive character, the home consists of a wooden hut occupied 
by the parents and five children. The mother was 25 years old when the 
quintuplets were born, and there had never been any antenatal supervision 
during any of her pregnancies. It is the practice in that part of the 
country to call either the midwife or the doctor when labour starts and 
not at all before. 

When Dr. Dafoe first saw the mother she had all the signs and symptoms 
of severe toxaemia of pregnancy, the uterine swelling was enormous, and 
many foetal parts were felt. On the usual eliminative treatment the 
oedema and albuminuria cleared up considerably, and a fortnight later 
the doctor was called for in a great hurry. The labour is described as 
follows. 

“I arrived to find the home in confusion, no preparation made for con- 
finement, except a tea-kettle boiling on the stove. Two babies had already 
been born, and a third was just making its appearance over the perineum. 
Two neighbours were acting as midwives. The father had disappeared. 
I scrubbed up in the best way available, took over the situation, and 
delivered the third baby. The neighbours then scurried around the house 
to get some wrappings for the babies and replenish the fire. In the 
meantime another amniotic sac was presenting at the vaginal orifice 
and a little pressure over the abdomen brought another baby into the 
world. This one was followed by still another. The last two babies 
were born within intact amniotic sacs and could be seen moving their arms 
and legs through the transparent walls.’’ 

The three larger babies were born first, the two smaller ones last. All 
the babies started crying and breathing well from the beginning. 
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After the birth of the fifth infant, the mother collapsed owing to the 
gradual loss of blood accompanied by shock, the placentae came away 
easily, but, unfortunately, were destroyed before they were examined. 
The mother recovered after two hours. 

The infants were given a few drops of warm water during the first 24 
hours; after this the assistance of trained nurses was obtained and feedings 
were started with a few drops of 7-20 corn syrup, together with one or two 
drops of rum, to this was added a small quantity of human milk. On the 
fourth day, human milk was obtainable in large quantity and the babies 
were entirely fed on this. On the fourth day all the infants were able 
to take their nourishment with a Brecht feeder. 

On the second day after birth the combined weight of the five babies 
was 13 pounds 6 ounces. In time an incubator arrived for each baby, 
together with humidity recording instruments. During the first week the 
babies required constant attention and frequent stimulation to arouse them 
from attacks of cyanosis. Inhalations of 95 per cent oxygen and five per 
cent carbon dioxide were given before each feed and with every attack 
of dyspnoea and cyanosis. All five babies have done well and have steadily 
gained in weight. 

John Beattie. 





REPORTS OF SOCIETIES 


THE ROYAL SOCIETY OF MEDICINE. 


(A combined meeting of the section of Obstetrics and Gynaecology and 
the section of Radiology.) 


A meeting of these sections was held on 17th January 1936. The 
President, StR Ewan MACLEAN, was in the chair. 


In opening a discussion on 
RADIOLOGY IN RELATION TO OBSTETRICS, 


Professor DaniEL DouGat stated that radiology has made important 
contributions to our knowledge of the anatomy, physiology and pathology 
of labour. He quoted Caldwell’s and Moloy’s classification of the female 
pelvis into the four parent types—gynaecoid, android, anthropoid and 
platypelloid. He also pointed out that the transverse engagement of the 
head in labour as a general rule had been demonstrated radiologically, and 
discussed briefly the uses to which X-ray examination could be put in 
connexion with obstetrics. 

He continued, that although many normal and abnormal manifestations 
of pregnancy and labour can be demonstrated by radiological methods, the 
radiologist’s services are not always necessary or desirable. Radiology is 
an ancillary service, and its proper function is to supplement but not 
to supplant clinical methods of examination. Indiscriminate employment 
of the ancillary services throws unnecessary work on these services, and has 
a harmful influence on the cjfinician’s diagnostic abilities. Radiological 
exainiiation is so valuable, however, that a properly staffed and equipped 
X-ray department should be provided in every important maternity hospital 
for purposes of research and diagnosis. In the diagnosis of certain com- 
plications of pregnancy such as hydramnios, foetal malformations, foetal 
maturity and intra-uterine death, radiology has established its superiority 
over clinical methods, and should be employed as a routine. Malpositions 
and malpresentations should be diagnosed by clinical methods, and only 
when difficulty arises should the radiologist be called in. 

He discussed the problem of disproportion and pointed out that clinical 
methods of pelvimetry are inaccurate. The radiologist, on the other hand, 
has evolved a technique in radio-pelvimetry which makes it possible to 
obtain an accurate picture of the pelvic brim; and as the size and shape 
of the latter are the most important factors in disproportion, it is recom- 
mended that every primigravida should have a radiograph taken of her 
pelvic brim during the early months of pregnancy. He considered seriatim 
the objections that could be raised to this rather revolutionary proposal, 
but contended that radiolgical pelvimetry was so much more accurate than 
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was clinical measurement, and that the early radiography gave a better 
picture than if it were done later. 

Dr. R. E. Rozerts pointed out that in his experience, before an X-ray 
examination was asked for, a full clinical examination had invariably 
been made. He stressed the importance of close collaboration between 
the clinician and the radiologist before and after the X-ray examination. 
Without the latter, progress of obstetrical radiology would tend to be 
retarded. In speaking of X-ray estimation of the period of gestation, he 
demonstrated the unreliability of the dates of appearance of the ossific 
centres for the lower end of the femur, the upper end of the tibia, the os 
calcis, the astragalus and the cuboid, and discussed the cephalometric 
methods of estimating maturity, which in capable hands give reliable 
estimates, but which are subject to the limitations imposed by variations 
in the cephalic size of different foettis of the same age. As _ regards 
radiological pelvimetry and cephalometry, he stated that the radiologist can, 
if desired, provide the obstetrician with exact measurements; it is for the 
obstetrician to apply these measurements as he thinks fit in his decision 
as to the future conduct of the case. 

He illustrated the value of radiology in the investigation of hydramnios 
by slides showing multiple pregnancy and foetal abnormalities, concerning 
which the radiologist can supply fuller information than is available by 
clinical methods. He showed the help which may be given by radiology 
in the diagnosis of extra-uterine pregnancy and discussed the rationale and 
limitations of direct radiography, amniography and cystography in the 
diagnosis of placenta praevia. 

Dr. Norman REEceE claimed that the biparietal diameter of the foetal 
head could be measured with reasonable accuracy by X-rays; also that 
this measurement gave useful information as to the foetal maturity from 
the fact that it increased by one-tenth of an inch each week in the last 
eight weeks. He stressed the value of radiological measurement of the 
distance between the ischial spines and challenged the opener’s statement 
that in comparison with pelvimetry, radiological cephalometry was rela- 
tively unimportant. He contended that the immature foetal head was 
always plastic and that the only way to estimate its immaturity was by 
X-rays. He maintained that trial labour or the induction of premature 
labour, without X-ray investigation, was inexcusable. 

Dr. Cectt Buti supported the opening remarks of Dr. Roberts. He 
maintained that diameters calculated by radiological pelvimetry are accurate 
to within one-eighth of an inch. He suggested that with a pelvis and 
a foetal head of known size, the study of various aetiological factors would 
in the future enable us to foretell the plasticity of the foetal head, and 
to estimate the power of the uterine expulsive efforts. He quoted his 
figures for the estimation of foetal maturity by radiological methods, and 
showed how errors could creep in. 

Dr. W. G. Mackay referred chiefly to amniography by needling the. 
uterus and introducing uroselectan.. He admitted that there was a ten- 
dency to induce premature labour and therefore advised that this investiga- 
tion should be postponed, if possible, until the foetus could be reasonably 
expected to survive its immediate birth. He claimed that X-ray diagnosis 
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of placenta praevia was accurate in 90 per cent of cases. He showed 
that the uroselectan was swallowed by the foetus and passed along its 
digestive canal. He had not observed any skin eruptions, or gastro-intestinal 
upsets in the foetus. The technique of the recognition of the placental 
position was described. 

Dr. A. DuRwarp agreed that pelvimetry was more important than 
cephalometry and thought that this American classification of pelves as 
demonstrated on radiological examination was sound. He was not yet pre- 
pared to say whether the statistics for the proportion of the various types 
among American women would hold good for large series of English women. 
He did not agree with the American opinion that the lateral view of the 
posterior part of the sacro-sciatic notch could invariably be correlated with 
the form of the inlet. He maintained that no satisfactory estimate of the 
form and dimensions of the inlet was obtainable other than by radiographic 
examination of the inlet itself, owing to the admixture of android and 
gynaecoid characteristics in the same pelvis. 

Dr. Rowan Wi iiams emphasized the value to the obstetrician of the 
Courtney Gage pelvic chart. He thought that this method of pelvimetry 
provided a true conception of the size and shape of the pelvic brim. 
He maintained that transverse contraction of the pelvis could only be 
estimated radiologically, and pointed out that the diagnosis of intra-uterine 
foetal death by Spalding’s sign was difficult of interpretation in its early 
stages. He mentioned the value of intravenous ureography in the investiga- 
tion of pyelitis of pregnancy, and made a plea for the post-natal radio- 
graphic examination of every pelvis in any case in which obstetric difficulty 
had been encountered. 

Dr. Jupe, after discussing X-rays in connexion with foetal and maternal 
measurements, emphasized the value of radiography in the investigation 
of cases of suspected carneous mole. He also suggested that the diagnosis 
of pregnancy as early, or even earlier, than the twelfth week of gestation 
might soon be feasible. 


A meeting of the Section of Obstetrics and Gynaecology was held on 
February 21st, 1936. 


Dame LoutsEe McIlroy described a most interesting case of 
ALMOST COMPLETE OCCLUSION OF THE VAGINA 


which was overcome by plastic operation, so that marital relations become 
normal. Pregnancy and delivery by Caesarean section followed. She 
suggested that some nullity suits might possibly be obviated by some 
operative procedures. 

Mr. Lestre WILLIAMS mentioned a case of absence of the vagina which 
he treated by Baldwin’s operation with the formation of an apparently 
normal vagina. The case was also discussed by the President. 


Mr. MaLtcotm DONALDSON gave 


A DESCRIPTION AND DEMONSTRATION OF MODELS FOR TEACHING 
GYNAECOLOGY AND OBSTETRICS. 


The President recalled having seen de Seigneux with his early models, 
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and said he welcomed the fact that these extremely useful and interesting 
models could now be purchased. 

Mr. A. A. Davis, in opening the main discussion of the evening on the 
treatment of ° 


INTRINSIC DYSMENORRHOEA, 


said that he considered primary spasmodic dysmenorrhoea was due essentially 
to exaggeration of the normal uterine contractions. This is suggested by the 
nature of the pain, its duration and time intervals, etc., and proved recently 
by Moir’s intra-uterine pressure experiments. The cause of painful over- 
contraction must, therefore, be looked for amongst the factors controlling 
uterine contraction. As a preliminary; he considered briefly the nature 
and mechanism of the normal uterine contractions. He described the 
methods of recording uterine contractions, and how the findings by the 
pressure-bag method had been confirmed recently by electrical methods, 
and also mentioned the variation in the contractions, which were found 
by these experimental methods of recording. 

He then discussed the factors controlling uterine contractions, and first, 
with reference to the. hormonal factors, said that the hormone oestrin acti- 
vates, while progestin inhibits, uterine contraction in experimental animals. 
He continued that activity and inactivity in a normal uterus are proportional 
to the concentration of the respective hormones. It would, therefore, be 
reasonable to assume that dysmenorrhoea consequent upon excessive uterine 
activity could be due to excessive secretion of oestrin, or inhibition of 
progestin. He also discussed briefly the relation of the pituitary, thyroid, 
and thymus glands to uterine over-activity. The main part of this paper, 
however, referred to the possibility of some upset of the nervous control 
as being the underlying cause in painful menstruation. He showed slides 
illustrating a subepithelial nerve plexus in the cervix and suggested that 
the cure of some cases by dilatation might be due to breaking some reflex 
in this position. He then showed a large number of slides with the normal 
and abnormal appearance of the pre-sacral sympathetic plexus. He con- 
tended that in all cases in which the nerve plexus had been excised for 
the treatment of dysmenorrhoea a sub-acute or chronic neuritis could be 
demonstrated. It was reasonable then to suggest that such a neuritis was 
a cause of the pain, and that the logical method of treatment in such a case 
would be sympathectomy. He maintained, however, that this operation 
should be preceded. by dilatation and curettage, or by the treatment of 
the ‘pelvic sympathetic nerves by the inject‘on of alcohol, the technique of 
which he illustrated. In describing the remote results of pre-sacral neurec- 
tomy, he said that the best effects were obtained in pure primary spasmodic 
dysmenorrhoea. 

Dr. DonaLpson stated that considering pain was such a common symptom 
of disease, he was surprised that more headway had not been made in 
finding out the physiological process which takes place in the nerve endings 
when stimulated. It was, therefore, a very great pleaure to listen to 
Mr. Davis’s paper, which was a real effort to find out the changes which 
are found in the ganglionic cells of the pre-sacral plexus of patients suffering 
from dysmenorrhoea. 
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Dr. Donaldson stated that his own contribution dealt entirely with 
the treatment of spasmodic dysmenorrhoea by means of sympathectomy. 
At St. Bartholomew’s Hospital, 44 cases of dysmenorrhoea had been treated 
by him and his colleagues, and he had performed the same operation on 
three patients at a cottage hospital, making a series of 47 cases. Of the 35 
operations performed by himself, the indication in 33 was pure dysmenor- 
rhoea, and in two continuous pelvic pain, worse at the periods. Of these 
35 cases sympathectomy was the only operation performed in 29; in three 
the appendix was removed as well; in two the appendix and one ovary 
were removed in addition to the sympathectomy; and in one unilateral 
odphorectomy was combined with the sympathectomy. Of the 47 cases, 
14 had previously been treated by dilatation and curettage without any 
benefit to the patients. 

Results. Three of the patients had been lost sight of, but of the remaining 
44, the results in 65.9 per cent could not have been better. Four of the 
series had been a complete failure, making nine per cent, and the results 
in the remaining 11 cases were either fair or poor. 

Discussion of results. Dr. Donaldson said he found it difficult to explain 
the failures, but thought there must be some other fibres running down 
to the pelvis outside the triangle formed by the two common iliac arteries, 
and the common iliac vein. 

Indications for operation. Summing up the indications and value of 
this operation, he stated that in his opinion it should be done in all cases 
in which dilatation and curettage had failed. In addition, he considered it 
justifiable to do it on a patient even though she had not had previous 
dilatation and curettage if the pain was so severe as to make it impossible 
for her to do her work, and therefore likely that she would lose her liveli- 
hood. He considered that the cases in which dilatation and curettage 
should first be tried were those in which the uterus was normal in size, 
and the amount of loss was normal or excessive. The operation is a simple 
one and, apart from one case of bronchitis following the anaesthetic, Dr. 
Donaldson said he had had no complications. One patient had stated 
that she had been constipated since the treatment, but there was no 
definite evidence of menorrhagia, or, indeed, of any other effects following 
the operation. Within wide limits he did not think the age of the patient 
was in any way a contra-indication. Finally, he stated that in three 
cases in which pregnancy and labour had occurred since the operation, 
there had been no evidence that childbirth had in any way been interfered 
with. 

Mr. CHASSER Morr described experimental work bearing on the 
mechanism of pain production in dysmenorrhoea. By the use of a very 
small intra-uterine bag connected to a manometer, he had been able to 
carry out a systematic investigation of the contractions of the non-pregnant 
human uterus at the various stages of the menstrual cycle. In many cases 
the behaviour of the uterus during actual menstruation had been studied, 
and the series included several patients suffering from severe intrinsic 
dysmenorrhoea. Various criticisms of the method were considered, but he was 
satisfied that his records gave a substantially true picture of the behaviour of 
the uterus during menstruation. 

During menstruation strong contractions could be recorded. These varied 
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considerably in magnitude and frequency in different women, but on an 
average occurred every four or five minutes, each contraction lasting about 
two minutes. The uterine activity was most vigorous during the first and 
second days of the bleeding, and the magnitude of the contractions was 
roughly in keeping with the amount of discomfort which the woman suffered 
when menstruating. Thus at one exteme a woman whom he had recently 
investigated assured him that she had no pain or discomfort whatever during 
her menstrual perods. The tracing in this case showed uterine contractions 
at intervals of eight minutes, each contraction registering a pressure of only 
30 mm. of mercury. On the other hand, patients suffering from dysmenorrhoea 
always showed frequent and often irregular contractions, each contraction 
corresponding to an intra-uterine pressure of 120 mm. of mercury or more. 

One tracing of particular interest was obtained from a patient who co- 
operated in a most useful way by holding in her hand a bag which she 
squeezed with each exacerbation of menstrual pain. This bag actuated an 
independent tambour which recorded its tracing immediately above the 
uterine record. It was thus possible to study the patient’s sensations in 
relation to the uterine behaviour. It could be seen that each new pain 
sensation started when the uterine contraction was nearing its acme, but 
that the discomfort tended to continue until the uterus was completely 
relaxed, and even then did not always cease at once. This lag in pain sensa- 
tion suggested that it was not the spasm per se which caused pain, but a 
diminution or actual cessation of the blood-supply to the uterus during the 
muscular contractions. This posibility received much support from the fact 
that in many patients suffering from dysmenorrhoea the uterine contractions 
were so powerful that the intra-uterine tension exceeded by a considerable 
margin the patient’s systolic blood-pressure. This could only mean that the 
uterine muscle, or its inner layers at least, were squeezed dry of blood during 
the acme of each contraction. This and other evidence suggested that 
intrinsic dysmenorrhoea might in a sense be classed along with intermittent 
claudication and angina pectoris; all three conditions have this in common, 
that muscle is forced to contract in face of an inadequate blood-supply, and 
pain of peculiar intensity is in conesquence produced. Since only a limited 
number of cases of severe dysmenorrhoea had been investigated, he did not 
feel justified in dignifying his remarks with the title of ‘‘theory’’; he pre- 
ferred to regard them as an interesting speculation concerning the mechanism 
of the production of the pain of dysmenorrhoea. 

Mr. Morr suggested that the reason why patients suffering from severe 
intrinsic dysmenorrhoea so often gave a history of two or three years of 
freedom from pain after the onset of menstruation lay in the fact that at 
this early age girls often showed a periodic bleeding of the anovulatory type. 
It was probable that the only true menstruation was associated with vigorous 
muscular activity of the uterus, True menstruation involved the shedding 
of premenstrual decidua, and the process might with reason be called the 
abortion of a pseudo-pregnancy. Anovulatory menstruation, on the other 
hand, was merely a passive uterine haemorrhage. Evidence in favour of 
this view was considered. 

Mr. GREEN ARMYTAGE Stated that his interest in pelvic sympathectomy 
was not new, for 23 years ago he published a paper on the treatment of the 
pain of inoperable carcinoma of the cervix by ligature and excision of the 
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internal iliac arteries and the infundibulo-pelvic ligaments. The relief of 
symptoms obtained (then not explained) must have been due to unwitting 
peri-arterial sympathectomy together with excision of afferent pain fibres. 
For the last five years he had been following the work of Cotte, and had 
performed pre-lumbar sympathectomy for intrinsic dysmenorrhea on :8 
patients. All had undergone a third-degree questionnaire before he decided 
to operate, all had been under the age of 24, except one of 29. All but 
three were single. All were in definite occupations—typists, school teachers 
mannequins, etc. All were incapacitated from attending their posts for one 
or two days per mensem. All suffered from agonising cramp below the 
umbilicus, that symptom insisted upon by Cotte and labelled by him 
plexalgie centrale. Twelve of the patients had vesical symptoms. In none 
was any adenomyoma discovered in the uterus, but in two, in whom the 
cervix had been dilated elsewhere there was a rudimentary horn the size of 
a walnut. In all but three of these patients dilatation of the cervix had been 
performed in hospitals and all treated for prolonged periods before sympa- 
thectomy. 

The operation was not difficult, but he considered that a complete two- 
inch leash of nerve fibres, including those fibres around or over the common 
iliac arteries and extending to their division, should be thoroughly cleared 
and excised. All these patients had ben fcllowed up, and so far none of 
them had reported negative results. None of them was now prevented from 
attending her work each month. Post-operatively there is no anxiety, 
there is no vomiting, and the abdomen is peculiarly carinated. In 12 there 
was a bloody discharge from the vagina within 48 hours, pesumably due to 
vaso-dilatation and hyperaemia of the endometrium. 

Dr. WIESNER discussed the relation between the various hormones and 
variations in menstruation, and showed how different hormones from 
d:fferent species had varying effects on different species of experimental 
animals. 

Miss B. E. TurRNER described her work at an evening clinic at which a 
large number of cases of dysmenorrhoea were treated with glandular prepara- 
tions given by the mouth, in addition to instruction in hygiene and exercise. 
The preparations used were sistomensin and tablets containing ovarian 
residue or corpus lutem. The cases with premenstrual pain and scanty flow 
were treated with ovarian residue, while those with profuse periods and pain 
after the onset of the flow were treated with corpus luteum. Two hundred 
and twelve cases were treated, and she claimed 54.4 per cent cures, 41.7 
per cent improved, and 3 per cent failures. 

{n a subsequent discussion, Dame Louise McIlroy, Professor Fletcher 
Shaw, Mr. Bourne and Mr. T. F. Todd, took part. The latter maintained 
that insufficient attention had been paid in the discussion to the psycholo- 
gical factors involved in cases of severe dysmenorrhoea. He quoted an 
interesting case in which this kind of treatment was employed. 

In reply, Dr. Wiesner, Mr. Donaldson and Mr. Davis took part, the latter 
maintaining that the discussion of the evening was not concerned with mild 
cases which could be treated by such methods as glandular preparations by 
mouth, or psychological methods, but had been concerned with those cases 
of severe and intractable pain which called for the more drastic methods, 
such as sympathectomy, when other methods of treatment had failed. 
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NORTH OF ENGLAND OBSTETRICAL AND GYNAECOLOGICAL 
SOCIETY. 


A meeting of the Society was held at Manchester on Friday, January 
24th, 1936, with the President, Dr. RutH NicHOLSoN, in the chair. 


Dr. J. W. Brive described three cases of 


HYDROPERITONEUM. 


In our own subject of gynaecology large collections of fluid in the peri- 
toneal cavity are not uncommonly met with. Broadly speaking, such ascites 
may be due to general causes, as part of a general dropsy in chronic cardiac 
and pulmonary disease, or in Bright’s disease and hydraemic states of the 
blood. We more commonly encounter the type due to local causes such as 
chronic inflammation of the peritoneum due to tuberculous or cancerous 
disease of the uterine adnexa, or to certain simple tumours of the ovaries. 

The exclusion of the general causes is not as a rule difficult. The local 
causes are suspected from physical signs, but their actual nature is not 
usually obvious until laparotomy is performed, and then often only after 
a microscopical examination. 

The three cases I am about to describe had very large collections of 
free fluid in the peritoneum, from two to six gallons, which were easily 
diagnosed from the usual physical signs, and all had fixed masses in the 
pelvis on vaginal examination. I made a diagnosis in each case of malignant 
ovarian tumours, all were operated upon in November 1935, and all are 
well at the time of reporting. I give a brief account of each case and will 
then summarize them. 

CasE 1.—J.N., aged 45 years, was married and had had one child 
25 years ago. Abdominal swelling was first noticed two months ago. 
The menstrual history was normal. On admission there was enormous 
distension of the abdomen with free fluid, also nausea, dyspnoea, 
loss of weight and swelling of the legs. There was no pain. Solid 
fixed masses filling the pelvis were felt vaginally. Laparotomy was 
performed on November 2oth, 1935, and about four gallons of pale fluid 
were evacuated. Double papilliferous cysts of the ovaries were found and 
were removed with great difficulty with the body of the uterus. Although 
the patient rested for a week before operation, her condition was very poor, 
and the anaesthetist was worried all the time. There was a plaque of solid 
tissue about the size of sixpence on the anterior parietal peritoneum, which 
I excised. The section shows the growth to be a simple papilliferous 
ovarian tumour. 

CasE 2.—M.H., aged 34 years, was married and had had one child 13 
years ago delivered by the natural forces. The menstrual history was 
normal. On admission she complained of a feeling of weight in the hypo- 
gastrium. There were cardiac and respiratory distress, loss of weight 
and cachexia. There was no pain. There was considerable abdominal 
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distension with free fluid and a fixed retro-uterine mass was felt per 
vaginam. On laparotomy about two gallons of pale fluid were evacuated. 
No secondary deposits were found on the peritoneum. I removed the 
uterus and both ovaries by pan-hysterectomy. There was a_ good 
deal of oozing and a drainage tube was inserted for 48 hours. I show 
the specimen and also a section; again the tumour appears to be innocent, 
though not so definitely as in the last instance. It is an active but benign 
papilliferous cyst with some calcification in the cyst wall. 

CasE 3.—M.B., aged 43 years, was married and had had one 
child stillborn at the seventh month sixteen months ago. She had noticed 
that the abdomen was swelling for seven weeks. During the last three 
weeks the swelling had become enormous. There was severe pain in the 
back which was worse when lying down. A striking symptom was metro- 
staxis for six weeks. Pressure signs and cachexia were marked. There 
was extreme distension of the abdomen with free fluid, about six gallons, 
and a solid mass of growth was felt in the pelvis. The peritoneum was 
studded with secondary deposits and a large omental cake of growth was 
found. The pelvis contained a solid mass of growth from the ovaries, 
which was quite inoperable. I removed a wedge of growth from the 
omentum, which shows typical malignancy—carcinoma. 

The abdomen appeared to fill up rapidly about a week after operation 
and the question of tapping arose. However, this fluid distension sud- 
denly subsided and the patient was able to be transferred to the Municipal 
Hospital at the end of three weeks, when she had considerably improved. 

In this tiny series of three cases of hydroperitoneum caused by ovarian 
tumours one was malignant and two were not. All were operated upon 
by me in the month of November 1935, and I suspected malignancy in 
each case. All made good immediate recoveries though the third definitely 
malignant case cannot survive long. It seemed to me that with the picture 
of these three cases, all in hospital at the same time, fresh in one’s mind, 
that it might be possible to find some help in diagnosing the simple from 
the malignant, an opportunity not available in considering larger series 
spread over longer periods This, I fear, has not proved to be so, although 
the malignant case did display two striking features absent in the others, 
that is pain and irregular and continuous bleeding. In my ‘‘Investigation 
of a Series of a Hundred Ovarian Tumours,’’ published in the Edinburgh 
Medical Journal, in March 1930, I stated that metrostaxis is of little help, 
but pain is of very great help in distinguishing between simple and malignant 
growths. 

With regard to some other points:—(1) The history of the formation of 
the fluid is very rapid; it takes two to eight weeks for an enormous distension 
to develop. (2) In each case there was one child sterility suggesting that 
pre-existing infection of the Fallopian tubes and ovaries had been present. 
In the malignant case the symptoms developed 16 months after the birth 
of a seven months’ stillborn child. (3) The ages of the women averaged 40 
years. 

I come to the conclusion that the picture of a large hydroperitoneum 
with rapid accumulation of free fluid in a few weeks, pressure signs and 
cachexia, is identical whether due to a simple or malignant growth of the 
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ovary. I suggest that pain definitely, and metrostaxis possibly are in favour 
of malignancy, I feel that my previous experience in large numbers of cases 
confirms these conclusions. 


DISCUSSION. 

THE PRESIDENT (DR. RuTH NICHOLSON) was of the opinion that pain 
in the presence of ovarian tumours with ascites, was definitely suggestive 
of malignancy. 

Professor CLAYE considered that it was advisable to operate on all cases, 
even if the tumour was fixed and apparently inoperable. 

Professor MILEs PHILLIps agreed that laparotomy was indicated in every 
case, even including malignant cases in which metastasis had occurred, as 
removal of the primary growth sometimes caused the secondary deposits 
to disappear. It was, however, his practice to leave the body of the uterus 
with a view to the application of radium at a later date. He mentioned 
a case in which malignancy had been simulated by a leaking simple cyst. 

Mr. St. GEORGE WILSON was not in favour of laparotomy in cases which 
were obviously malignant. He preferred tapping, with the insertion of 
radium and the application of deep X-rays. 

Mr. StacEy favoured laparotomy, but was against the removal of the 
uterus, in view of the fact that radium could be inserted afterwards. He 
considered that the first specimen was benign, but that the other two were 
malignant. He also wondered if a precipitin test could perhaps be devised 
to differentiate the various types of ovarian tumour before operation. 

Dr. Brive, in reply, said that he considered operation to be well worth 
while in all cases. 


Dr. K. V. BatLey read a paper on 
FUNCTIONAL AMENORRHOEA ESPECIALLY OF THE SECONDARY TYPE, 


which will later be published in this journal. 


Professor DouGat described a case of 
GRANULOSA CELL TUMOUR OF THE Ovary. 


During the last 10 years there has been a revival of interest in certain 
special tumours of the ovary which, in addition to presenting unusual 
histological features, frequently exercise a hormonic influence on the sexual 
characters of the host. 

In this special group are included four different tumours, the disger- 
minoma or seminoma, the granulosa cell tumour, the arrhenoblastoma and 
the Brenner tumour. 

The first three are believed to arise from undifferentiated germ cells 
in the ovarian mesenchyme which, though not utilized during embryonic 
development, have still retained their powers of growth and later in life 
are able to proliferate and form new growths. 

If the sexual influence of these cells is towards masculinity the tumour 
is known as an arrhenoblastoma, if towards feminity a granulosa cell tumour, 
and if neutral a disgerminoma 
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The fourth type is the tumour associated with the name of Brenner, 
who wrote about it in 1907 and which is believed by most authorities to 
exert no sexual influence whatever. According to Schiller, its epithelial 
elements arise in the hilum of the ovary and are of Wolffian origin. 

The first appearance of these special ovarian tumours in our transactions 
was in February 1902, when Donald and Fothergill described sections from 
a case of folliculoma ovarii malignum. The tumour was solid, about the 
size of a coconut and was removed from a single woman aged 57 years. 
The symptoms complained of were backache, pressure on the rectum and loss 
of flesh. The .tumour was adherent, associated with ascites and was con- 
sidered to be a solid carcinoma of the ovary. The patient unfortunately 
died after the operation. 

Microscopic examination of the tumour showed it to be composed of 
alveoli filled with epithelial cells and embedded in a stroma of firm fibrous 
tissue. 

In the Journal of Obstetrics and Gynaecology of the British Empire, in 
July 1902, Fothergill gave a more complete description of the case and 
also described a second specimen which he had been able to obtain by 
re-examining some of the solid ovarian tumours in our departmental museum. 

The second specimen was removed by the late Sir William Sinclair in 
1896, but no details are available as to the age of the patient or the 
symptoms complained of. 

In both specimens egg-like cells were present amongst the other cells 
contained in the alveoli, and in summing up their origin Fothergill says: 
‘‘Two views appear to be tenable. They may be true egg-cells—rests, as 
suggested by Dr. Schrider—or else they may be ordinary cells of the 
membrana granulosa which have enlarged and grown to the semblance of 
egg-cells under the same stimulus which has caused the pathological over- 
growth of the rudimentary follicles. The fact that two or three of the large 
cells were visible in many of the epithelial masses points to the conclusion 
that the latter view is correct, as one would not expect to find repeatedly 
more than one true egg in each follicle.’’ 

Both specimens would now be described as Brenner tumours, and, as 
already mentioned, their epithelial elements are not thought to be related in 
any way to the ovarian follicles or granulosa cells. 

At a meeting of our Society in November 1932, I described three 
specimens of granulosa-cell tumour removed in the course of my own 
practice. 

The brief notes are as follows :— 

Specimen 1 was removed from a multipara aged 61 years, seven years 
after the menopause. She had had vaginal haemorrhage and some pain for 
two months. A solid tumour, the size of the foetal head, was arising from 
the right ovary; this was partly cystic and partly solid; on section it was 
found to be a folliculoma. The other ovary contained a simple fibroma, and 
a large adenomatous polyp was present in the uterine cavity. 

Specimen 2 was removed from a multipara aged 44 years. She had 
complained of epimenorrhagia, pressure on the rectum, and pain in the 
vagina. The tumour was a solid one of the left ovary, the size of a hen’s 
egg. Microscopic structure was that of a folliculoma, 
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Specimen 3 was removed from a multipara aged 62 years, 27 years after 
the menopause. She had had an abdominal swelling and pain for six 
months. The tumour was a large pseudo-mucinous cyst of the left ovary; 
a small tumour of the right ovary was also present. The latter was found to 
be a folliculoma. ! 

‘All three specimens closely resembled fibromata and only differed from 
the latter in having scattered amongst the fibrous tissue islands or cords 
of epithelioid cells in the midst of which swollen egg-like cells or circular 
spaces surrounded by epithelium were occasionally seen. 

All three specimens are really Brenner tumours and I was in error in 
describing them as granulosa cell tumours. 

At one of our meetings last vear, Dr. K. V. Bailey described a granulosa 
cell tumour, but there again the title was erroneous as the tumour was 
really a Brenner tumour. : 

It amounts to this then, that all the special ovarian tumours described 
before the Society have been Brenner tumours and no genuine granulosa 
cell tumour has so far been recorded in our transactions. 

I propose to repair the omission to-night by describing a specimen which 
I removed about a year ago and sections of which have been examined by 
Schiller and other authorities and pronounced’ to be above suspicion. 

Mrs. C., aged 41 years, had been married two years and was very 
anxious to become pregnant. Menstruation commenced at 14 years and 
was regular until two years and a half before I saw her. At that time 
she had a severe attack of tonsillitis and missed a few periods; when 
they reappeared they became too frequent, occurring every 10 days; they 
were associated with epistaxis. For 18 months the patient noticed that 
her abdomen was getting bigger and for a time she believed herself to be 
pregnant. 

When I saw her in February 1935, she had a solid abdominal tumour 
about the size of a seven months’ pregnancy, and on vaginal examination I 
thought that the tumour was uterine and probably a fibroid. 

At operation this diagnosis was found to be wrong as the neoplasm arose 
from the left ovary, the uterus and opposite ovary being normal. There was 
a small amount of free fluid. 

As I though that the tumour was probably a fibroma and as the 
patient was most anxious not to be rendered sterile, I merely removed the 
affected ovary and the patient made an uninterrupted recovery. 

On microscopic examination the neoplasm proved to be a very large 
granulosa cell tumour composed of large numbers of alveoli containing 
round cells with deeply staining nuclei. 

I have seen the patient on three occasions since the operation eleven 
months ago and she remains perfectly well. There have been no menstrual 
periods, however, and she is getting stouter and complaining of hot flushes. 
Evidently the other ovary is not functioning. 


DISCUSSION. 


THE PRESIDENT thanked Professor Dougal for presenting this case before 
the Society. 
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Mr. Epwarps enquired the grounds for regarding the cells in this 
tumour as granulosa cells. 

Dr. Racker asked for a differential between the Brenner and the 
granulosa cell tumour. 

Mr. JEFFCOATE thought that a differential diagnosis on histological grounds 
must be very fine. He thought that it should really be on a functional 
basis, i.e. that if the tumour produced oestrin and consequently a dis- 
turbance of the menstrual cycle, it was a granulosa cell tumour, if not it 
must be a Brenner tumour. 

Dr. DouGat agreed that the present position was certainly unsatisfac- 
tory and that it would undoubtedly be better to differentiate on a func- 
tional basis. 


Dr. J. W. Bribe showed a specimen of 


PERIENDOTHELIOMA OF THE FALLOPIAN TUBES. 


I show a specimen consisting of the uterus, both Fallopian tubes, and 
both ovaries removed by pan-hysterectomy on November gth, 1935. 

The patient, A.B., was a widow, aged 54 years. The menopause had 
occurred two years ago. She complained of a very profuse watery discharge, 
which was continuous and worse on exertion. There was no metrostaxis. 

The patient was a well nourished woman and on vaginal examination 
the uterus was felt slightly enlarged with fixed masses on either side of it. 
She stood the operation, of difficult dissection, well, and her doctor informs 
me that she is considerably improved in health at the moment. 


Description of Specimen. 

The Fallopian tubes and ovaries form almost inseparable masses on 
each side, and on opening the tubes the walls are infiltrated with solid 
whitish growth breaking down in parts. The lumina contained a con- 
siderable quantity of pale fluid, which passed into the uterus giving rise 
to the well marked symptom of hydrops tubae profluens. The ovary 
does not appear to be involved in the malignancy, but is associated with 
the infection. 

I show the specimen as it seems a very interesting one, and the nature 
of the growth being doubtful. I am hoping for some opinions as to whether 
it is an unusual form of carcinoma, or possibly a periendothelioma. The 
distribution of small cells around the vessels seems much in favour of the 
latter. There was no ascites and no secondary deposits were found. 

Malignant disease of the Fallopian tubes is certainly rare, and for my 
part I have not encountered a case before. Eden states that 140 primary 
adeno-carcinomata and 18 cases of chorionic carcinoma had been recorded 
up to 1928. 

J. W. Burns, in the Transactions of the North of England Obstetric and 
Gynaecological Society for 1922, page 4, reported a case in which thickened 
and adherent portions of both Fallopian tubes were resected and new ostia 
established in a woman of 38 years, and these on section proved to be 
columnar carcinomata of the Fallopian tubes. 
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Dr. Dougal, bid, 1933, page 50, reported a case of endothelioma of 
the left ovary in a woman delivered at term five months previous to 
operation. 

In the Journal of Obstetrics and Gynaecology of the British Empire, 
1911, xx, 166, A. H. F. Barbour and B. P. Watson publish ‘‘Two cases of 
perithelioma.’’ No. 1. Of the uterus. No. 2. Of the Fallopian tubes. 
In the latter, the left Fallopian tube and the left ovary, forming a large 
adherent mass, were removed and showed a perivascular arrangement of the 
endothelial cells. 

Other cases of perithelioma or endothelioma of the Fallopian tubes 
or ovaries or of any malignant disease of the tubes, I cannot recall being 
reported before this Society. 


DISCUSSION. 


THE PReEsIDENTt (Dr. RutrH NICHOLSON) said that these tumours were 
undoubtedly rare. She had seen one case, a patient on whom Miss Ivens 
operated some years ago. The growth involved one Fallopian tube and the 
patient lived three years. 

Mr. Epwarps had operated on one such case 18 months ago. 

Professor DouGat considered that the growth was a_periendothelioma 
rather than a carcinoma, and drew attention to the symptom of a watery 
discharge as being typical of malignant disease of the Fallopian tube. 
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THE MIDLAND OBSTETRICAL SOCIETY. 


At a meeting of the Midland Obstetrical Society, held at Birmingham 
on Tuesday, 3rd December 1935, a discussion took place on 


ECLAMPSIA AND PRE-ECLAMPTIC STATES. 


Mr. S. W. Masten Jones (Wolverhampton), opening the discussion, said 
that the Obstetrical Congress of 1922 marked a turning point in the treat- 
ment of eclampsia. Before this time there were numerous and varied 
methods, whilst after it there was a marked tendency towards the adoption 
of purely medical methods as opposed to active obstetrical treatment. 
The main lines of treatment for eclampsia and pre-eclampsia were similar. 
The essentials were: first, rest; second, starvation, only water being given 
for 24 to 48 hours, and after this the diet being slowly increased by giving 
fruit juice, carbohydrates and milk; thirdly, intestinal lavage and saline 
purgatives; fourthly, the free intake of alkaline fluids. In the treatment 
of eclampsia he regarded nursing in the left lateral position to allow 
escape of mucus from the mouth and air passages as of supreme importance. 
Gastric and colonic lavage should be done as a routine; magnesium sulphate 
should be left in the stomach after its lavage. A solution containing 
glucose and sodium bicarbonate should be given rectally to the unconscious 
patient. If not retained the solution should be given intravenously or 
subcutaneously. The amount of fluid advisable was controversial, but it 
should be pushed until the bowels were working well, after which up to 
seven or eight pints should be given daily. Waterlogging was dangerous 
in oedematous cases. The use of drugs was also a controversial point. 
Morphia in a maximal dose of half a grain was often useful for the control 
of restlessness during labour, but it often failed to stop the fits and he did 
not really regard it of great value in controlling them. At the Congress 
in 1922, Fitzgibbon had stated that he was not using morphia, but relying 
only on the eliminative measures. There was a risk in the use of morphia 
in patients with pulmonary oedema and respiratory distress. 

He thought that premature labour was not induced as often as it should 
be in cases of eclampsia. A large proportion of cases, of course, came into 
spontaneous and often undetected labour, but if there was no sign of the 
onset of labour after 24 hours, induction should be performed unless the 
clinical improvement was marked and rapid. The best method was the 
aspiration of liquor amnii with the Drew Smythe catheter. The use of 
induction in bad toxaemia without eclampsia called for skilled judgment. 
The question of viability of the child was of importance. After the thirty- 
sixth week, he advised induction in a severe case which had shown no re- 
sponse to treatment. Before this time strict medical treatment should be 
continued until the thirty-sixth week was reached unless the patient was 
getting worse. Eclampsia was rare during hospital treatment, but intra- 
uterine death of the child was common and must be constantly borne in 
mind in attempting to carry the case on to viability. 

Mrs. BERTRAM LLoyp (Birmingham) agreed about the danger of giving 
too much fluid in the early stages. She asked for opinions on the length 
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of time for which a pre-eclamptic patient should be allowed to carry on 
with the pregnancy. Her own practice was to induce premature labour in 
cases which did not improve after three weeks’ medical treatment. 
Eclampsia in treated cases was rare in her experience. In the fulminating 
cases the risk of permanent renal damage was very slight. Labour in 
ecalmpsia was merely an incident. At the Birmingham Maternity Hospital 
there had been 87 cases of eclampsia in the last six years. Labour and 
delivery were spontaneous in 56; induced in four; the forceps was used 
in 19; six patients died undelivered; there was only one Caesarean section. 
There were 22 maternal deaths (25 per cent) and 41 infantile deaths (47 per 
cent). The outstanding point in these figures was the spontaneity of the 
labours. 

Mr. ALFRED Dansy (Birmingham) said that as the primary cause of the 
pre-eclamptic state was still unknown, all forms of treatment for this 
disease, or perhaps syndrome, must be based upon pure empiricism and 
not upon scientific reasoning. 

Recent experimental work in America suggested that some of the 
untoward symptoms of eclampsia were due to water intoxication, and he 
wondered whether this suggestion would have any influence on the fetish 
for forcing fluids to dilute the toxins. 

The three cardinal signs of pre-eclampsia were raised blood-pressure, 
oedema and albuminuria. The last named was probably the least impor- 
tant, and it was now known that retention of water could occur without 
visible oedema. Any undue gain in weight in the last trimester of pregnancy 
was suggestive of this so-called hidden oedema. The generally recognized 
fact that free diuresis was usually followed by rapid improvement in the 
general condition of the patient seemed to indicate a functional rather than 
an organic derangement of the kidneys. 

In this connexion he was particularly interested in the work of Hofmann 
and Anselmino (1931), who were able to demonstrate experimentally that 
the blood of eclamptics contained two components of the posterior lobe 
hormone: (1) anti-diuretic element; (2) pressor factor. These extracts 
were not present in the blood of normal women, pregnant or otherwise. 
Goodall (1933), commenting on this work which was done upon rabbits 
with controls, considered that it showed a monotonous uniformity of 
reaction which placed the anti-diuretic content of the blood of these cases 
beyond doubt. The pressor substance was present only in cases in which 
the systolic blood-pressure was 188 mm. Hg. or more. 

It would seem, however, that this investigation has not yet received 
confirmation by other workers. Whilst the physiology and pathology of 
water metabolism was still imperfectly understood, he felt that it had a 
considerable amount of bearing on the subject under discussion. For 
several years he had treated a number of cases of pre-eclampsia with oedema 
by fluid limitation and dehydration modified from the method of Arnold 
and Fay (1932). The results from this method of treatment were excellent 
as far as they went, but the cases were specially selected and the method 
was not carried out in its entirety. In many instances the change in the 
external appearance of the patient and the reduction in weight due to loss 
of fluids was very striking. Although the diet contained over 50 grams 
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of protein, including meat, he had seen no ill effects from its use, but the 
majority of the patients complained of thirst. 

In eclampsia he was convinced that injections of hypertonic solutions 
had given improved results probably owing to their dehydrating and 
diuretic effect. 

He usually employed a 25 per cent solution of glucose intravenously, 
but occasionally intramuscular injections of 25 per cent. of magnesium 
sulphate were utilized in addition. 

The free use of sedatives, including sodium luminal hypodermically 
were part of the routine treatment and all forms of interference such as 
colonic wash-outs, rupture of the membranes and forceps delivery were 
done under chloroform anaesthesia. The objection to the use of small 
quantities of chloroform was, in his opinion, more academic than real. 

Although admitting there might be an occasional case in which Caesarean 
section was indicated, he had never had occasion to perform this operation 
for eclampsia. 

Mr. H. L. SHEPHERD (Bristol) said that in Bristol eclampsia was 
becoming less frequent; during the past 1o years he had seen 80 cases, 
with nine deaths, whereas before the war the average was 15 cases per 
annum. 

He believed that eclampsia and pre-eclampsia should be treated on 
different lines, since although the primary toxin was undoubtedly formed 
in the placenta, the fits were due to the absorption of toxic products from 
the bowel. The greater number of the deaths in eclampsia were due to 
intracranial haemorrhage, a direct result of the high blood-pressure and 
the fits. Therefore, the most important principle in the treatment of 
eclampsia was to reduce the blood-pressure and control the fits. This, 
in his opinion, could best be done by free venesection and the use of 
morphia. Subsequently, the usual eliminative treatment of the bowel 
should be used and protein should be withheld from the diet with the 
idea of sparing the liver and giving it every chance to recover. He 
considered that it was dangerous to give too much fluid. 

He believed that pre-eclampsia was always associated with constipation, 
when the higher breakdown products of proteins were absorbed unchanged. 
This should be treated energetically. The value of induction of labour 
lay mainly in the relief of intra-abdominal pressure, hence the advantage 
of inducing premature labour by puncture of the membranes instead of 
by the insertion of bougies into the uterus. Calcium, both orally and 
intravenously, was of value in all stages. 

Mr. WENTWORTH TAYLoR (Birmingham) said: I have been asked to 
join in this discussion, and to devote my remarks mainly to a consideration 
of the Dublin method of treating eclampsia and the pre-eclamptic state. 
With the principles of restriction of the diet, copious fluids by mouth, and 
the eliminative treatment by the bowel, all are aware, and it remains for 
me only to treat the subject in a more or less general way. 

At the Coombe Hospital Centenary Meeting at Dublin in 1927, a large 
number of visiting gynaecologists came to Dublin, and one of them, Pro- 
fessor Couvelaire, of Paris, in talking to Dr. Fitzgibbon, then the Master 
of the Rotunda Hospital, asked, ‘‘What is the Dublin method of treating 
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eclampsia?’’ Dr. Fitzgibbon replied, ‘‘There isn’t one.’’ He meant, | 
think, two things; first, that the methods of all the Dublin maternity insti- 
tutions were not necessarily identical; and secondly, that while the basic 
principles of Tweedy’s treatment were generally acceptable, there was no 
fixed and unalterable regime universally applied. Rather, each case was 
assessed and treated on its own merits. 

Since Tweedy introduced his method of treatment in the early years 
of the century, successive Masters of the Rotunda Hospital have modified 
the procedure slightly according to their personal fancies. Fundamentally, 
however, the treatment remains as you know it. The fact is, I think, 
sufficient testimony to the ultimate efficacy of the treatment, and, speaking 
personally, from an experience of 62 cases with a mortality of nine, I can 
say that post-mortem findings have almost invariably shown that the cause 
of death has been a failure on the part of the human organism, in the 
shape of a cerebral haemorrhage, or massive necrosis of the liver and 
kidneys. I think it is only fair for me to say that when such conditions 
are present shortly before the treatment has had time to act, then the 
treatment should not be said to have failed. Nor is it likely that the 
most rigid ante-natal care will eliminate such catastophes. We all know 
how the degree of toxaemia is often wont ,to increase suddenly with the 
onset of labour. 

The natural question must now arise, does the treatment prove equally 
efficacious in all toxaemic conditions? The answer is ‘‘not uniformly.”’ 
By this we mean that eclampsia is an essentially fulminating condition, 
frightening enough in all conscience to the student or nurse who sees a case 
for the first time. Moreover, while the treatment is conservative, in the 
sense that no actual cutting operation is performed, I think it is true 
to say that the treatment involves a very major alteration in the patient’s 
metabolism. This is beneficial at the time, but if unduly prolonged, then 
the physiology of starvation becomes superadded to the already damaging 
pathology of the toxaemic state. 

This last statment must not be construed into meaning that we would 
willingly or knowingly relax the strict regime applicable in the presence of 
fits. Here Tweedy’s original plan holds in its entirety. 

Apart from eclampsia, pregnancy toxaemia exhibits a much wider syn- 
drome to which one characteristic is intimately attached, namely, the 
ability of the toxin to attack and damage those organs which possess 
highly specialized functions. This outstanding fact enables us to draw 
up a broad classification of the manifestations of pregnancy toxaemia. 
Given in order of time in which they usually appear, they are:— (1) 
Hepatic; (2) Renal; (3) Cerebral; (4) Vascular or haemorrhagic. All the 
manifestations may be present in a single case. 

1. In pernicious vomiting, once a proper action of the bowel has been 
obtained, and existing malpositions of the uterus have been corrected, 
the patient soon shows which road she intends to follow. The truly 
toxaemic patient rapidly loses weight, develops a lemon yellow colour, 
with inability to retain any food or fluids, the eyes become sunken, the 
skin dry and acetone appears in the urine. Once our preliminary attack 
has failed, and especially if the pulse-rate remains uniformly high, then 
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we believe that drastic action should not be long delayed. In this respect 
we are under no debt whatever to those obstetricans, whether from Dublin 
or elsewhere, who claim to cure almost all cases by auto-suggestion, dry 
biscuits, celery, lightly cooked chops, and, of late, calcium gluconate. 
I have seen lives lost through sheer procrastination in the presence of a 
glaring toxaemic state. Not alone this, I have seen the waiting policy 
persisted in, and have come to the conclusion that some printed untruths 
die hard. Though jejunostomy has been performed successfully for the 
condition, I would be long sorry to carry this out save in exceptional cir- 
cumstances. Rather, we perform abdominal hysterotomy in the full know- 
ledge that the whole picture can be swiftly and safely changed. 
Hysterotomy is preferred, in most cases, to the insertion of laminaria tents. 
In the early months of pregnancy, the uterus lacks the full sensitizing 
effect of oestrin, and as many as four anaesthetics may be necessary before 
the products of conception have been finally evacuated. 

2. In the pre-eclamptic state, light diet is allowed after two days’ 
starvation, providing the general condition and the urine show improve- 
ment. We seldom carry starvation beyond three days, and never beyord 
four days. If, at the end of four days, visible improvement has not taken 
place, labour is induced. If the toxaemia is severe, with high blood- 
pressure, scanty or diminishing urine, and the period of pregnancy is 
prior to the twenty-fifth week, hysterotomy is sometimes resorted to. 

3. In eclampsia itself, if an initial dose of a quarter to half a grain of 
morphine does not control the fits, then we believe that we can postulate a 
major cerebral lesion the ultimate effect of which will naturally depend 
on its locality. So convinced are we of the truth of this statement, as 
abundantly proved by post-mortem examination, that we are inclined to 
regard the occurrence of the phenomenon as pathognomonic of major 
cerebral trouble. Further doses of morphine are ineffectual in the majority 
of such patients who resist a first injection, and further exhibition of the 
drug is to be deprecated. Any active treatment, such as venesection, 
designed to lower the blood-pressure, has not found universal favour in 
Dublin. The reason for this is that when an eclamptic patient is seen in 
the mid-puerperium, she is seen to be suffering from a definite anaemia. 
While an occasional hysterotomy is performed for toxaemia during early 
and mid-pregnancy, we have never employed Caesarean section at or near 
term. This apparent contradiction is easy to explain. During the first 
half of pregnancy a live attached ovum is extremely difficult to dislodge. 
As I have indicated, the uterus resists stimulation of whatever kind, and 
many anaesthetics may be necessary before the uterus is empty. At each 
fresh introduction of tents, or whatever the method of induction my be, 
there is a fresh loss of blood. After the twenty-fifth week, induction 
generally succeeds, and by that time the decidua vera has been thoroughly 
flattened out into a membraneous instead of a vascular structure. 

4. When the toxaemic state is complicated by ante-partum haemorrhage, 
Dublin obstetricians, following the lead given by Fitzgibbon, have turned 
aside from the theory which stated that the uterus slowly expanded before 
the outpouring of blood. They have also, therefore, turned aside from even 
plugging the vagina. Instead, the treatment is now based on the certain 


387 








JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


knowledge that the blood as it is poured out under the placental site will 
shortly clot, and that the foreign body so formed will induce labour as 
assuredly as any bougie or tube. As a result of uterine action, the serum 
from the clot is driven down between the membranes and the uterine 
wall, and becomes revealed. At this point the patient sends for her nurse 
and her doctor. When they arrive, the patient has sent for them because 
she is in labour, apart altogether from her grave toxaemic condition. 
All that is necessary is to puncture the membranes, allow the waters to 
escape, and the cavity of the uterus to close down by the amount of its 
contents thereby lost. Spontaneous delivery has been the rule. In the 
cases in which all the bleeding is concealed, failure of the serum to reveal 
itself is generally due to a chorion densely adherent to the uterine wall, and 
the eventual shock to the patient is all the greater since the preliminary 
contractions of labour cannot succeed in driving any of the blood or serum 
out. Treatment by puncture of the membranes is called for all the earlier, 
more particularly because such patients are in no condition to stand any 
other operative procedure. 

Mr. T. C. Crare (Leicester) said that he. was not convinced that 
toxaemia was the right desscriptive term for the condition under discussion. 
He was now converted to Paramore’s mechanical theory of origin of 
eclampsia. The essential in treatment was to stop the fits. The results 
published by Stroganoff were so remarkable that he felt the danger of using 
chloroform for this purpose to be less than generally believed. He used 
spinal anaesthesia to lower the blood-pressure, and regarded this as a safer 
measure than venesection. It could be repeated if necessary. He asked 
whether evipan had been tried for control of the fits. He thought that 
oxygen played an important part in treatment. 

Professor Mires Puitiips (Sheffield) said that eclampsia was rare in 
treated cases. It was important that an honorary surgeon should see cases 
of pre-eclampsia at least three times in the 24 hours. At Sheffield they 
had used the Stroganoff method of treatment since 1922. Induction of 
labour should be done when a pre-eclamptic patient became worse and it 
was important to listen to the foetal heart twice daily. He thought that 
veratrone and venesection were both of value, but that it was easy to 
overdo the administration of fluids. He mentioned the fact that eclampsia 
was extremely rare in Holland. This was attributed to the salt-free diet. 

Professor DREW SMYTHE (Bristol) believed in giving large doses of 
morphia in eclampsia. He said that a pre-eclamptic required protein to 
reduce oedema. 

Mr. SOMERVILLE (Leicester) said that in the treatment of eclampsia he 
advised immediate venesection followed by an intravenous anaesthetic, 
preferably pernocton in a dose of three to four cubic centimetres. There was 
no risk of damage to the liver. The patient slept for five to seven hours, 
and was not restless on waking. Fits were rare after this. The effect of 
evipan was too transient for use in eclampsia. He believed in giving 
pilocarpin to produce sweating. 

Professor RAYNor (Bristol) advised rupture of the membranes as soon 
as possible in eclampsia. If pilocarpin were used there was a danger of 
drowning the patient. 
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At a meeting of the Society held on 8th January 1936, Dr. ROBERT 
McWuirter, Radiologist to the Royal Infirmary, Edinburgh, read a paper 
entitled 


THE PRINCIPLES OF IRRADIATION TREATMENT OF CARCINOMA OF THE CERVIX. 


The elementary principles governing X-ray and radium therapy were 
outlined. Dosage expressed in terms of milligram-hours was shown to be of 
no value, as such a system did not take into account the effect of distance, 
filtration, and the area over which the radium was distributed. The system 
suggested was that introduced by Paterson and Parker, where dosage is 
expressed in roentgens or 7. This unit was defined physically and correlated 
with biological effect. The importance of homogeneous distribution of the 
energy and the effect of the time factor were illustrated by means of 
examples. A high dosage at a depth in the tissues was shown to be more 
important than a high surface dose with a poor depth dose. By increasing 
the radium-mucosa distance the dose at a depth was demonstrated to be 
greater. A special rubber applicator was suggested in order to overcome the 
difficulties experienced when silver boxes were used. The necessity for 
combining X-ray therapy with radium therapy was indicated, and it was 
considered advisable for various reasons that X-ray treatment should 
precede treatment by radium. 

Re-treatment of a case was considered dangerous and of doubtful value. 
The importance of attending to the general health of the patient was stressed. 


At a meeting of the Society held on 12th February 1936, Dr. E. CHALMERS 
FauMy read a communication on 


SOME OBSERVATIONS ON THE MANAGEMENT OF THE THIRD STAGE OF LABOUR. 


The normal mechanism of placental separation was discussed, and a 
strong plea was made for allowing the third stage to take place spontaneously 
and without any interference. It was pointed out that in the vast majority 
of cases the placenta separated without difficulty in less than an hour, and 
though separation was delayed for two hours or more, there was seldom 
much bleeding if the uterus were not manipulated. The dangers of 
prematurely employing Crédé’s method of expression were emphasized. The 
uterus should be left entirely alone until the signs were clear that 
separation of the placenta had occurred, and not until these signs were 
present should any attempt be made to deliver the placenta, even though 
the third stage lasted two hours or more. Haemorrhage in this stage and 
immediately post-partum was common if early manipulation of the uterus 
was practised; it was uncommon if nature was allowed to take its course. 
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The indications for expressing the placenta from the uterus were haemorrhage 
and delay of many hours in its delivery. That expression should always be 
attempted after 50 to 60 minutes was the view held by many, but 
Dr. Fahmy believed this plan to be unwise. A placenta which was 
adherent at the end of an hour might not be adherent at the end of the 
second or third hour. If Crédé’s method failed, haemorrhage was often set 
up to a degree which led to manual removal being immediately carried out. 
Experiences were cited showing the safety of leaving the placenta in utero 
for some hours when the patient could be kept under observation by nurse 
or doctor. Many examples were given of patients with so-called adherent 
placenta being sent to hospital after frequent attempts by Crédé’s manoeuvre 
had failed. Such patients were generally shocked and had bled freely as the 
result of the attempts; in most instances the treatment adopted in hospital 
had been to rest the patient and give her morphia. The placenta had been 
found in the vagina some hours later,in most of these cases. 

Hour-glass contraction and shock were discussed in relation to their origin 
and treatment. The speaker disagreed with the statement, often made, that 
the mere retention of the placenta frequently caused shock. Such a 
development was rare. Laceration of tissues and frequent attempts at 
Crédé’s expression were the common causes of shock in the third stage. A 
policy of patience is advocated by all for the second stage of labour; the 
policy of patience should also be upheld in the third stage. 


390 





Sosa 


cttsatie 


THE ROYAL ACADEMY OF MEDICINE IN IRELAND. 


A meeting of the Section of Obstetrics of the Royal Academy of Medicine 
in Ireland was held in the Royal College of Physicians on Friday, January 
3rd, 1936, the President, Dr. J. F. CUNNINGHAM, in the Chair. 

Dr. O’DoNEL BROWNE reported 


A CASE OF ACUTE THYRO-TOXICOSIS COMPLICATING A THREE MONTHS’ 
PREGNANCY, 

in which the toxic symptoms could be classified as moderately severe. 
Following medical treatment with Lugol’s iodine and rest in bed, the 
localized swelling in the left lobe of the thyroid gland was removed under 
anaesthesia with avertin, gas and oxygen. Recovery from the thyro- 
toxicosis was normal, but abortion occurred on the third post-operative 
day. The foetus was undersized for the period of amenorrhoea—it was a 
double headed monster with three arms. 

The President said that this was a very unusual and interesting specimen. 
He thought the patient must have been nearly four months pregnant by 
the time she had the abortion, and the foetus had probably been dead for 
some time. He did not think that the death of the foetus had anything 
to do with the operation. The condition of Graves’s disease in pregnancy 
was extremely difficult. It was very hard to know what exactly to do 
with the patient. He had always succeeded in carrying the patient on to 
term. It was advisable always to make labour as quick as possible. He 
thought that pregnancy could safely be allowed to continue in most of 
these cases, if they were treated, but occasionally it was necessary to 
operate. It was wise, he thought, to ignore the pregnancy and treat the 
exophthalmic goitre. 

Dr. J. A. Wattace, who had treated the patient while in hospital, 
said that the case was not one of primary toxic goitre as she had had goitre 
for several years before any symptoms of hyperthyroidism appeared. When 
he had first seen her she looked extremely ill, but the condition settled 
down very quickly after admission to hospital and rest in bed. Her basal 
metabolic rate was plus 35, but he thought that it probably was a good 
deal less than this. When the basal metabolic rate was taken the patient 
was very frightened, and so the rate at the time of taking was liable to be 
higher than it really was. 

Dr. J. S. Quin referred to three cases of thyro-toxicosis complicating 
pregnancy which had been under his care in all of which a_ dead 
baby had been born at term. This was against the description of these 
cases in the textbooks, where it was stated that there was no foetal 
mortality. The babies were comparatively fresh, and so could not have 
been dead before the commencement of labour. He asked Dr. Browne if he 
thought that in his case if the thyroid had been dealt with earlier the abor- 
tion could have been prevented, or if he thought that the abortion was 
due to the patient’s condition. 
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Dr. R. M. Corset said he had not had any of these cases under his 
care. In Dr. Browne’s case it was apparently a toxic adenoma which 
had been removed, not the thyroid gland itself, and this put the case 
in a different class from cases of general enlargement of the thyroid gland 
which accompanied the classical description of Graves’s disease. He thought 
that the foetus had been dead for a considerable time before operation, 
and did not think that the operation had anything to do with the death 
of the foetus. The patient was just as likely to have had the abortion 
if she had not had any thyro-toxicosis at all. 

In reply, Dr. O’Donel Browne agreed with the President that the name 
of Graves, particularly owing to its Dublin association with thyroid 
diseases, should be mentioned, but as Dr. Corbet had pointed out the 
particular case under discussion was not a generalized disease of the thyroid 
gland, but a localized condition. If any conclusion could be drawn from 
Dr. Quin’s cases (which everybody would regret he had not recorded in 
detail) it would possibly be that induction of labour would be of no value 
to prevent foetal death. The experiences which Dr. Quin had had in this 
connexion, namely stillbirth resulting in association with toxic goitre, were 
exactly opposite to those reported. In reply to a question as to the possi- 
bility of earlier operation preventing the abortion, Dr. Browne maintained 
that this, in view of the abnormality of the foetus, would have been worth- 
less. Abortion appeared to have followed death of the foetus, which, 
owing to its size, presumably had taken place some days or more before 
the actual abortion. 


Dr. NINIAN FALKINER showed films taken by him on the British 
Medical Association’s world tour, starting from Liverpool travelling west- 
wards via Canada to Melbourne. He gave a very interesting account of 
the trip as a running commentary to the films. 

The President and the Hon. Secretary thanked Dr. Falkiner for the 
splendid films expressing their envy at the holiday he had had, and 
their hope that he would show a film of the homeward journey at some 
later date. 


ERRATUM. 
Page 200, lines 24, 25, and 26, should read: 


‘‘Later on he hopes to produce definite figures, but in the questionnaire 
in 1931 to 182 patients (of whom he had examined 86) the results were 
satisfactory.” 
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